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D IAGNOSTIC problems and procedures with 

which the otologist and the radiologist are con- 
fronted in chronic mastoiditis differ from those in 
acute cases. In acute mastoiditis the disease is local- 
ized in the air cells of the pneumatic system. These 
areas are easily accessible for roentgen examination. 
A simple lateral radiograph of the mastoid taken in 
conventional way in Law or Schuller’s position may 
answer with accuracy the basic questions: (1) Is 
mastoiditis present or not? (2) What is the precise 
anatomic structure of the mastoid? 

The first answer serves to establish the specific 
damage in a specific location. The second comes up 
in connection with indication, planning and execu- 
tion of an operation and with prognostic considera- 
tions. Any additional information the otologist 
needs may be obtained from the history of the pa- 
tient, from clinical examination and from otoscopic 
findings. 

In chronic mastoiditis, however, which is the 
sequel to an unarrested acute infection, the main 
interest is concentrated on the structure of the mid- 
dle ear and its accessory spaces: the mastoid an- 
trum, the aditus ad antrum, the epitympanic reces- 
sus (attic) and posterior wall of the external audi- 
tory canal. These complicated areas are not visible 
in conventional lateral views because their longi- 
tudinal axis is situated in the angle of incidence of 
the x-ray beam, and because in lateral projections, 
the shadow of the dense structure of the bony 
labyrinth covers those parts of the middle ear the 
demonstration of which would be particularly desir- 
able. (Fig. 1.) Such a structure is for instance the 
epitympanic recessus (attic). Using lateral radio- 
graphs only, the basic question—Is a cholesteatoma 
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present or not—can only be answered when the cho- 
lesteatoma has reached considerable size, causing 
extensive bone destruction. Small cholesteatomas are 
not visible in lateral views. Such views also will fail 
to give information on precise outlines of any cho- 
lesteatoma, even if it is large enough to be visible. 
In many chronic cases, sclerosis obscures or com- 
pletely blanks out all details. This is why some phy- 
sicians have gone so far as to say that the x-ray 
examination gives no help at all in chronic cases, 
and that attempts to demonstrate and to interpret 
the intricate structures of the middle ear can only 
be of academic value. Further, it was their belief 
that the problem of whether a chronic case had to 
be considered surgical or nonsurgical had no sup- 
port in radiological studies in contrast to the acute 
cases where the problem of surgical intervention 
was greatly facilitated by x-ray examination. 

Many attempts have been made to visualize the 
structures of the middle ear. E. G. Mayer of 
Vienna succeeded in elaborating an “axial view” of 
the temporal bone (Otologishe Roentgendiagnostic, 
J. Springer, Wien, 1931) which reveals clearly the 
essential bone structures of the middle ear and its 
accessory spaces. However, his method received 
very little attention because technically it was diffi- 
cult to master, requiring not fewer than five angula- 
tions of the head of the patient and of the x-ray 
tube. Furthermore, an unusual new oblique plan 
was used in his projection which made the inter- 
pretation of normal and pathological appearances 
of the mastoid on the radiographs difficult. Added 
difficulties were caused by frequent variations of the 
anatomical structures and of radiological projec- 
tions of the middle ear. Departures of the x-ray 
beam or of the angulation of the head of the patient 
by not more than a few millimeters or degrees of 
that required, often confused the radiographic 
image to such an extent that it could hardly be 
analyzed. 
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Figure 1.—Normal mastoid in lateral (Law’s) position with well developed normal pneumatic system. Cells are clear and 
regular. Tegmen and sinus are in normal position; posterior wall of mastoid (pw), area of tegmen (t), petrous apex 
(a), head of the mandible (m). Epitympanic recessus, meatus ad antrum, mastoid antrum are not seen in this position. 


CHAIR CONSTRUCTED TO SIMPLIFY TECHNIQUE 


Impressed by the necessity to simplify the tech- 
nique of the axial view and to provide a possibility 
for uniform positioning, we constructed for our 
own use a chair, in which the position for the skull 
is pre-arranged in a 45 degree rotation and which 
provides a fixed head rest at a 60 degree angle 
from the horizontal plane. The x-ray tube is also 
fixed in horizontal position and the beam is directed 
perpendicularly in a plane connecting the outer 
margin of the orbit of the side not examined with 
the mastoid process being examined. This chair 
(Fig. 2) has been in successful use in Stanford 
Hospital for several years. We constructed it for 
ourselves but we can recommend it for anyone 
who is interested in using axial views of the tem- 
poral bone, since it greatly simplifies the technique 
and permits the taking of uniform radiographs. 


Radiographs obtained in this position are similar 
to Mayer’s axial views. They demonstrate the an- 
trum in its largest extent, the walls of the external 
auditory canal, the lateral wall of the attic, the 
meatus ad antrum, parts of the tympanic cavity, 
and frequently the ossicles. In brief, all those 
details which are essential in chronic mastoiditis 
but are not seen in the lateral views, are now made 
visible. (Fig. 3). 

Many cases of chronic or recurrent discharging 
ears and attic suppurations puzzle the otologist. It 
is at times hardly possible for him to differentiate 
the chronic middle ear and tubal infection (chronic 
or recurrent) from primary disease in the antrum 
and attic. Without adequate radiological help, ob- 
tainable only by a correct axial view, he is often 
compelled to wait for the occurrence of complicat- 
ing signs and symptoms, and is exposed to the 
possibility of overlooking dangerous bone necrosis 
and cholesteatoma. Sometimes erring on the side 
of conservatism, the otologist, without roentgen 


Figure 2.—Simplified position for radiography of the 

mastoid in axial view. Angulation of head at fixed head- 

rest 60° from the horizontal plane. Rotation toward the 

side being examined 45°, x-ray beam directed perpendic- 

ularly in the plane connecting the outer margin of the 

orbit of the side not examined with the mastoid process 
being examined. 


findings, has to defer the operation until danger 
signs appear, or intracranial disease has insiduously 
developed. In such cases, permanent loss of hear- 
ing may result. This might have been prevented 
had an adequate roentgen examination disclosed 
the nature of the specific damage and its location. 


If the radiologist incorporates in his inventory 


the axial projection, he should be able to visualize 


with three standardized views the structures noted 
in Table 1. 


Table 1 shows that the three standard views— 
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namely, lateral, axial and anterior views—will be in 
most instances satisfactory for radiological demon- 
stration of normal and pathological conditions of 


the mastoid. 


TABLE 1. 


. Pneumatic system as a 
whole, degree of devel- 
opment, precise outlines, 
structure of cells. 


. Air cells in typical and 
atypical localization, 
isolated cells, unusual 
extensions, tegmen, ju- 
gular bulb, sinus plate, 
emissarial vein. 


. Air content of 
structure of 
matized bone. 


cells, 
nonpneu- 


. Mastoid antrum and 
periantral area. 


. Lateral wall of the attic. 
. Meatus ad antrum. 


. Posterior and anterior 
wall of the external 
canal. 


. Tegmen antri and tym- 
pani. 


. Bony labyrinth. 

. Internal auditory canal. 
. Petrous apex. 

. Ossicles. 

. Hypotympanon and 


bony part of the Eusta- 
chian tube. 


Technique to Be Used 


Lateral views (Law’s or 
Schuller’s position). 


Axial views 
Stanford). 


(Mayer’s or 


“ 


Anterior views (Stenvers). 


Submental view of the 
base of the skull. 


‘ 


ROENTGENOLOGY IN CHRONIC MASTOIDITIS 333 


In acute and subacute diseases, our routine tech- 
nique consists of stereoscopic lateral views of both 
sides taken in Bullit’s machine. In chronic diseases 
or in malformations, axial views of both sides are 
added. In diseases of the labyrinth or of the petrous 
apex, including the internal auditory canal, Sten- 
vers’ views are taken of both sides. 


RADIOLOGICAL HELP IMPERATIVE IN SOME CASES 


Many cases of chronic conditions of the mastoid 
can be differentiated clinically and analyzed with- 
out radiological examination. These are cases with a 
large dome-like area of destruction in the attic. This 
may be cleaned out or it may periodically spon- 
taneously discharge a cholesteatoma. Other areas, 
however, with a smaller area of destruction in the 
attic may have or may not have cholesteatomatous 
extension. A necrotic cavity may be present in the 
attic or antrum without cholesteatoma. In such 
cases radiological findings of the middle ear are 
of the utmost importance. Specifically in cases of 
cavities having a bottleneck outline through a small 
attic perforation one may be confronted clinically 
with considerable difficulties if there is no radio- 
logical help. In such instances the axial view gives 
information about an area which has been a blind 
area from the clinical approach or from the radio- 
logical viewpoint. A long series of such cases 
studied at Stanford Hospital during the past years 
proved to us the indispensability of axial views in 
chronic conditions. 


The only unequivocal roentgen evidence of 
chronic inflammatory conditions of the middle ear 
is the demonstration of the presence of bone de- 
struction. All other single signs or combinations of 
several signs are of limited value. This is due to 
the fact that disturbances in development of pneu- 
matization greatly influence the structure of air 
spaces and also the appearance of non-pneumatized 


Figure 3.—Normal mastoid in axial view. Mastoid antrum (m), lateral wall of attic (a), zygomatic root (z), head 
of mandible (h), tip of mastoid (t), labyrinth (1), emissarial vein (e), occipito-mastoidal suture (s), internal auditory 
canal (c), sclerotic area between pneumatic cells (s). 
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bene. In conjunction with these disturbances, the 
mucosal lining of pneumatic cells and of the antrum 
becomes hyperplastic, decreasing the air content of 
cells in a similar way as does inflammatory edema 
or exudate. Moreover, the bone structure may be 
dense and sclerotic. Dense bone lamellae overlying 
pneumatic cells may cause them to appear cloudy 
and less translucent in radiographs even if their air 
content is normal. 


Experience shows that not all types of inflamma- 
tion cause bone destruction in the middle ear. 
Simple or catarrhal inflammatory changes remain 
isolated within the mucous membrane and do not 
destroy bone tissue. Bone changes only occur 
when the mucous membrane is replaced by squa- 
mous epithelium, and the desquamative form of 
chronic mastoiditis develops. The epithelium origi- 
nates in such cases from the external canal and 
grows into the middle ear spaces through openings 
of the drum. The squamous epithelium furnishes 
the matrix of the cholesteatoma. Its subepithelial 
connective tissue, which is similar in structure to 
the corium of the epidermis, activates osteoclasts 
which destroy bone lamellae by means of How- 
ship’s lacunes. 


Considering these limitations, our experience on 
the roentgen appearance of the middle ear in 
chronic inflammatory conditions may be summa- 
rized as follows: 


1. Chronic inflammatory changes in the mastoid 
antrum can be established by means of roentgen 
rays only by the demonstration of pathological en- 
large ment of the cloudy antrum, or by the progres- 
sive fuzziness of its outlines. 

Tite normal mastoid antrum of adults appears in 
axial views like a small oblique chain of translucent 
areas situated just laterally to the labyrinth. If the 
development of pneumatization is disturbed, the 
antrum may remain infantile, namely, large. Nor- 


bin 
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mally the antrum contains air and is clear on radio- 
graphs. In inflammatory conditions, however, exu- 
date and/or thickened membrane replaces the air 
content of the antrum and it becomes cloudy. A 
cloudy antrum may also be produced by disturb- 
ances of pneumatization associated with sclerosis of 
bony structures. 


When outlines of the antrum become fuzzy, the 
presence of the desquamative type of inflammation 
and of early bone changes has to be expected. As 
mentioned above, the squamous epithelium of 
desquamative inflammation furnishes the matrix 
of the cholesteatoma. Consequently fuzzy outlines 
of a cloudy antrum indicate in most instances, early 
cholesteatomatous changes. Later the antrum be- 
comes filled by products of the disintegrating 
cholesteatoma. Partly by pressure of this debris 
and partly by active bone destruction due to osteo- 
clastic activity, it becomes progressively larger and 
at the same time, the borderlines become sharp. 
Then a dense shadow occurs around the sharp 
borderlines of the cholesteatoma cavity indicating 
reparatory tendencies of the bony capsule of the 
cholesteatoma. The lateral wall of the cholesteat- 
oma shown in radiographs is characteristically con- 
cave. The concavity is directed toward the lumen 
of the antrum. 


2. With further growth of the cholesteatoma, 
adjacent bone structures may become involved into 
the destruction. 


The meatus ad antrum, the bony duct connecting 
the antrum with the attic, is affected early and be- 
comes wider by bone erosions. This is recogniz- 
able on radiographs. (Fig. 4). 


3. Destructive bone changes may progress from 


the antrum and the meatus into the attic. Or it 
may be that extensions simultaneously progress to 
the posterior wall of the external canal as well as to 
the attic. The first radiological sign of the presence 


Figure 4.—Chronic otitis with cholesteatoma of antrum. Complete absence of pneumatic cells. Destruction of posterior 
wall of external auditory canal and of lateral wall of attic; cholesteatoma cavity (ch), posterior outline of petrous 
bone (p), head of mandible (m), anterior outline of petrous bone (a), pinna (pi), axial projection. 
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Figure 5.—Large cholesteatoma (ch), extending from the posterior wall (pw) of the mastoid into the anterior wall 
of the external canal (a). Labyrinth is partly sequestrated (1), emissarial vein (e), sinus (s), head of mandible (h), 
zygomatic root (z). 


Figure 6.—‘‘Nature’s radical operation” 


(see text) with extensive destruction of antrum, attic, posterior wall and 


their surroundings; head of mandible (1), zygomatic root (2), posterior outline or area of destruction (3), labyrinth 
(partly sequestrated) (4), tip of mastoid (5), sinus (6). Axial view. 


of cholesteatoma in the attic is the demonstration 
of bone erosion in the posterior portion of the 
lateral wall of the attic near the meatus. Later the 
middle and anterior portions of the lateral wall and 
also the ossicles may become destroyed. At times 
the perforation of the easily visible lateral wall of 
the attic calls one’s attention to the presence of 
changes in the antrum. 


4. By further progress the bone destruction in- 
volves the posterior wall of the external auditory 
canal. This becomes increasingly thinner until it 


perforates, producing? open communication of the 
antrum with the external auditory canal. This may 
be of varying extent-and at times may be very wide, 
destroying almost the entire posterior wall and dam- 
aging and paralyzing the seventh nerve. (Fig. 5). 


5. The cholesteatoma may also grow toward the 
tegmen. In such instances it is seen that the teg- 
men is eroded from inside. It becomes increasingly 
thin until it perforates at the top of the thin bone 
structure. It may perforate on the anterior wall of 
the mastoid (middle fossa perforation) or on the 
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posterior wall (posterior fossa perforation). When 
the posterior wall of the external canal is simultane- 
ously destroyed, the tegmen perforation can be 
demonstrated by injection of lipiodol into the open- 
ing of the antrum perforation. (Figs. 6 and 7). 


6. When antrum, attic and posterior wall to- 
gether are destroyed by the cholesteatoma, they 
may form a large cavity in which the external canal 
is partly incorporated. A defect may be produced 
very similar in appearance to post-operative defects 


Figure 7.—Same case as in Figure 5 
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following radical mastoidectomy. This condition 
is called “nature’s radical operation.” The differ- 
ential sign of post-operative changes is that the 
lateral outlines of the defect merge into the opening 
of the antrum. (Fig. 8). In “nature’s radical opera- 


tion,” however, the cholesteatoma cavity shows a 
dense lateral borderline. 


7. Not infrequently a cholesteatoma may pri- 
marily develop in the attic instead of in the antrum. 
When this occurs, the antrum may be large or small, 


. Lipiodol injected into the tympanic cavity flows through perforated tegmen into 


an abscess of the temporal lobe; lipiodol (1), cholesteatoma (ch), attic (a), posterior wall of mastoid (pw), head 
of mandible (m). Axial view. 
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Figure 8.—Defect after radical operation with large sequestrum. Head of mandible (1), zygomatic root (2), bone 
sequestrum (3), fuzzy outlines of posterior margin of the defect suggest recurrent inflammation (4), sigmoid sinus 
(5), emissarial vein (6), tip of mastoid (7), pinna (8). 
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cloudy or clear, but shows no signs of bone erosion. 
The lateral wall of the attic, however, is partly or 
wholly destroyed. Destructive changes may extend 
from the attic in a similar way as from the antrum, 
and cause again in the final stages “nature’s radi- 
cal operation.” 


8. In rare instances, the cholesteatoma may also 
invade the bony structures of the labyrinth or it 
may creep around it and cause sequestration of the 
entire labyrinthian nucleus. 


As mentioned above, chronic inflammatory 
changes when localized in pneumatic cells are only 
recognizable when they are associated with radio- 
logical signs of bone destruction. Such a sign is 
progressive fuzziness of the margin of the cells in 
addition to their cloudiness. Sometimes bordering 
cell groups become confluent and form large holes 
by destruction of intercellular bone septa. When 
inflammation extends from cells into the diploie 
and also involve the inner table, progressive trans- 
lucency of nonpneumatized bone structures may 
become evident. Progression of such roentgen 
signs, when observed in serial examinations, is 
one of the most reliable evidences of disease. 


Not only static changes in chronic inflammatory 
conditions may be demonstrated in radiographs, 
but also acute recurrences of the disease. When 
they follow cholesteatoma, previously quiescent 
sharp borderlines suddenly become fuzzy and 
structures adjacent to the cholesteatoma, which 
seemed to have been static, suddenly reveal signs 
of perforation. A cholesteatoma removed by radi- 
cal operation may reoccur, producing a new cavity 
at the margin of the instrumental defect or within 
the defect itself. 


Considerations are similar when acute recur- 
rences of chronic inflammatory conditions of pneu- 
matic cells are studied. Here, too, structures which 
were sharply outlined for a long period of observa- 
tion, suddenly may change their appearance and 
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become fuzzy. Areas of bone tissue adjacent to 
cells, previously showing spongy or sclerotic struc- 
tures may lose the structural design and become 
translucent. 

In the present paper, we have tried to summarize 
the fundamental radiological features of chronic 
inflammatory conditions of the mastoid. Many 
details, their clinical and pathological correlations 
and rare findings, have been omitted in order to 
serve our purpose with more emphasis. The pos- 
sibility of roentgen demonstration of the intricate 
structures of the middle ear and the inherent diag- 
nostic potentialities of the roentgen examination 
in chronic diseases of the mastoid has been pre- 
sented. 


SUMMARY 


Clinical indications, technique and procedure in 
roentgen demonstration of chronic diseases of the 
mastoid are presented. 


Special emphasis is placed on the possibility and 
necessity of visualization of the mastoid antrum, 
meatus ad antrum, attic and posterior wall of ex- 
ternal auditory canal. These structures are only 
seen on the axial view of the mastoid, taken accord- 
ing to Mayer’s position, or in its simplified varia- 
tion described first in this paper. 

Influence of disturbances of the pneumatization 
in the roentgen appearance of the mastoid in 
chronic inflammatory conditions is described. 


Typical cholesteatoma suppuration, roentgen 
signs of its most frequent complications, perfora- 
tion of the lateral wall of the attic, of the posterior 
wall of the external auditory canal, “nature’s radi- 
cal operation” destruction of the tegmen and 
labyrinth, their identification on radiographs, and 
clincal significance are reviewed. 

Finally, roentgen signs of recurrence of chronic 
inflammatory conditions are presented. 
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Subacute Generalized Neuromuscular Exhaustion 


Syndrome— A Report of Three Cases 


J. M. Nretsen, M.D., Los Angeles 


THE syndrome here presented develops subacutely 

after severe overexertion which itself occurs 
during a period of euphoria. The patient suddenly 
becomes aware of utter exhaustion approaching 
paralysis of the entire body but most intensely in 
any particular group of muscles which have been 
abused. There are severe pain and tenderness in 
all muscles but also a simultaneous restlessness 
which makes it difficult for the patient to rest or to 
relax. Fascicular twitching appears in the muscles 
and rapid atrophy ensues. During the acute stage 
the muscles are flaccid and deep reflexes absent; 
later the reflexes are normal. After a recovery 
period of several months the patient is able to be 
up and do moderate work but he never recovers 
his former endurance. ; 

The writer was apparently the first to report the 
syndrome on the basis of one case in 1940.2 Marsh,? 
in 1943, reported a typical case and the present 
writer two others in 1944.3 The present paper con- 
cerns two cases observed since the last report and 
one other case not correctly recognized 18 years ago. 


REPORT OF CASES 


Case 1: Extreme overexertion in a boy of 16 years 
for three months, less for another four months. Sud- 
den appearance of muscular tenderness, “jerking” 
of muscles, atrophy of upper limbs and of legs. Ex- 
treme weakness approaching paralysis. 


A boy nearly 17 years of age was brought in by 
his mother, July 10, 1944, because of paralysis of 
his upper limbs. The past history was negative; the 
only illnesses he had had were measles and mumps. 
The family history was irrelevant. His father was 
dead. He had two brothers and three sisters, all liv- 
ing and well. His mother earned a living by work- 
ing in a war plant. 

The patient determined on a course of exercises 
in May, 1943, in order to reach a high degree of 
physical fitness with the object of joining the 
Marines as soon as he was 17 years of age. He set 
for himself in the school vacation of 1943 a pro- 
gram of exercising from morning to night in an 
improvised gymnasium and also on the ocean beach 
a few blocks from his home. With a euphoria ap- 
proaching the pathological he did weight lifting, 
hand walking, trapeze exercises, hand stands on a 
bar, “giant swinging” and “push ups.” 

His accomplishments were extraordinary. He in- 
creased his weight from 148 to 165 pounds. His 
shoulder girdle and upper limbs attained a remark- 
able size. He increased his weight-lifting ability 
until he could raise 190 pounds (86 kg.) above his 
head and his “push ups” (prone position with toes 
and hands touching, lowering his face to the ground 


then raising his shoulders to full arm length) were 
increased to 50 in rapid succession without exhaus- 
tion. As he saw his physique improving he became 
more stimulated and worked seven days a week, 12 
to 14 hours a day. 


After three months of this activity he suddenly 
became extremely tender and sore in all his muscles 
and his weight began to decrease. His weight-lift- 
ing capacity diminished to 150, then to 120 peunds 
and he then had to cease. His “push ups” were re- 
duced to 20, then to zero. 


He had “jerking” of the muscles of his back and 
legs and his arms decreased in size. He took a rest 
of some days, tried again, took another rest. On 
April 7, 1944, he suddenly became so extremely 
tender and weak that he had to cease exercise al- 
together. He could barely raise his arms above 
shoulder level. But when he ceased exercise his 
weight continued to go down until it reached its 
former level of 148 pounds. Most of this loss ap- 
peared to be in the upper limbs and in the legs 
(not thighs), while his neck, which had greatly in- 
creased in circumference, remained large. 


Physical examination on July 10, 1944 (seven 
months from the time soreness first appeared and 
three months after forced cessation of exercise) 
showed a remarkable picture. The head was held 
forward because, while the neck was large, the 
muscles ached if he attempted to hold his head 
erect. He held his arms partly flexed at his sides 
and did not use them if he could avoid it. He was 
able to feed himself but he could hardly dress and 
undress and he tied his shoelaces with difficulty. 
There was marked atrophy of his upper limbs in- 
cluding the hands. He was tender to touch in the 
shoulder girdle. 


The muscles of the shoulder girdle were of ex- 
cellent tone (increased above the normal condi- 
tion) while the arm and forearm muscles were of 
normal or diminished tone. The feel of the latter 
muscles was pasty, as was that of the calves. The 
infraspinati muscles were slightly concave. The 
shoulders, which had been square, drooped like 
those of a patient with typical muscular dystrophy. 
Circumferential measurements were as follows: 
Neck 40 cm., arms, right 2714 cm.. left 27 cm.: 
forearms, right 26 cm., left 25 cm. His arches were 
high. 

Body temperature was 99.8°F. at noon. His ton- 
sils were a little large but not infected, and his 
teeth were in good condition. Heart and lungs were 
normal. Bleod pressure was 128 mm. Hg. systolic, 
70 mm. Hg. diastolic, pulse 64 per minute and of 
good quality. The arteries felt normal and appeared 
normal in the fundi. Abdominal organs were not 
enlarged. 
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Figure 1.—The patient of Case 1. The droop of the 
shoulders is striking. Photograph taken three months 
after complete disability. 


Neurological examination showed perfectly nor- 
mal cranial nerves. His hand grips were 58 and 54 
respectively (those of a normal non-working house- 
wife) while the grip of the examiner was 136 and 
126 respectively on the same dynamometer. All 
deep and superficial reflexes were symmetrical and 
normal throughout; there were no pathological re- 
flexes. Sensory perception was normal but there 
was excessive tenderness of the involved muscles, 
especially the nuchal muscles, and active exercise 
was ‘extremely painful. 


He was sent to the Los Angeles General Hos- 
pital, Neurological Service, for further study be- 
cause the family had no means. The urine was 
normal in all usual respects but the creatine deter- 
mination after two days on a creatine-free diet was 
0.9 gm. in 24 hours (questionable as to signif- 
icance). Spinal puncture gave the following results: 
Total protein 50 mg. per 100 cc., sugar normal, 
cells 3 per cmm., colloidal gold curve flat, and 
Wassermann test negative. 


The patient was then placed on a high caloric, 
high protein diet. He was given 60 gm. of glycine 
and 60 gm. of gelatine daily, 50 mg. of alpha 
tocopherol, 50 mg. of thiamine chloride by hypo- 
dermic injection, and also 5 cc. of wheat germ oil 
three times daily. 


He was seen again October 24, some _ three 
months later. His shoulders still drooped, although 
less than at the first examination. He was able to 
walk about and to rise from a squatting position 
but he had practically no use of his forearms and 
hands. The circumferential measurements of the 
forearms were less than before while those of the 
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arms remained the same. He barely had sufficient 
strength in his hands to dress himself and to tie 
his shoelaces. The circumference of his neck was 
41 cm., one cm. greater than before. 


Case 2: Arteriorsclerotic man of 61 years moved 
539 cans of milk weighing 128 pounds each in three 
days. Complete exhaustion with loss of 27 pounds 
in six weeks in spite of rest. Slight recovery. 


M.V., a governmental inspector of milk, had 
never been ill except for an inguinal hernia until 
June 19, 1944. His parents had both died of old 
age; his wife was living and well and he had no 


children. 


When he reported for his assignment on the date 
given above, he found that no labor help was avail- 
able and he decided to do the necessary heavy work 
himself. Five hundred thirty-nine cans of milk 
weighing 128 pounds (58 kilos) each, were stored 
in large refrigerators and each can had to be taken 
out for inspection of the contents. This involved 
lifting and hauling them into new positions and 
replacement afterward. He worked from morning 
to night for three days and finished the job. 


On the evening of the third day he was utterly 
exhausted; he ached in all muscles of his body and 
he could not rest. Instead of being stiff the next day 
he was merely weak and too exhausted to be up or 
to dress himself. He had severe anorexia and ate 
little. He remained in bed with pains in his chest 
and with pounding of the heart. In spite of bed 
rest each day he felt worse and in the subsequent 


Figure 2.—Photograph taken three months later and 
after intensive treatment during that length of time. The 
shoulders show much less drooping. 
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six weeks he lost 27 pounds in flesh. He notified 
the insurance carrier under which he was protected 
by group insurance but the doctors could not make 
a diagnosis and the company refused liability. 
When he asked to have his hernia repaired the 
operation was refused because of his poor physical 
state. He was completely examined in two clinics 
but nothing relevant was found except the marked 
loss of weight. All laboratory findings showed 
nothing wrong. This work included electrocardio- 
gram and barium meal as well as blood counts 
and blood chemistry. 

After two months of hospitalization and lack of 
diagnosis he attempted to return to work but found 
himself physically unable to continue through a 
day because of fatigue. On October 19, 1944, he 
appeared for neurologic examination. 


Physical examination showed a short stocky man 
of 61 years whose temperature was 97.8°F. and 
whose flabby musculature was obvious. His clothes 
hung loosely about him. Lymph glands and thyroid 
were not palpable. All of his teeth were in poor 
condition. His heart was slightly enlarged to the left 
but tones were clear. Blood pressure was 148/82, 
pulse rate 66 per minute. His brachial arteries were 
somewhat tortuous and the retinal vessels sclerotic. 
The abdomen was negative. A complete neurologic 
examination failed to reveal any evidence of “or- 
ganic” disease. A diagnosis of exhaustion syndrome 
was made. 


He was advised to take glycine and gelatine, one 
tablespoon daily of each. He was also given a potent 
preparation of vitamin B complex and was urged 
to be wary of expenditure of energy. He returned 
to his work but only to the technical portion of it. 
He was too weak to do any but the most essential 
walking and he spent over 12 hours a day in bed. 
He was lost to observation and the final outcome 
is unknown. 


Case 3: Dean in a university working 15 to 18 
hours daily for ten years reached so low a level of 
endurance that walking two city blocks was suffi- 
cient to put him to bed for three weeks. A loss of 
70 pounds in weight was recorded. 


G.H.R., a man of 42 years, appeared for exami- 
nation in 1927 because of exhaustion. Unacquainted 
with the exhaustion syndrome, the author of this 
paper studied him from the standpoint of vegeta- 
tive nervous system imbalance and reported the 
case with others of vagotonia. In the light of recent 
cases it is clear to me what really was the origin 
of his trouble. Overwork was at the time blamed 
for the vagotonia but the symptomatology rather 
than the etiology was studied. Details irrelevant to 
the earlier report will now be brought into focus. 


He began to teach in the university at the age 
of 28. By the time he had attained to the age of 
33 he was dean of one school. By indefatigable 
devotion to work he advanced to the deanship of 
three schools. He spent most of his time in admin- 
istrative work during the working day and spent 
every evening attending dances, conferences, com- 
mittee meetings, social gatherings and student ac- 
tivities to the extent that his day was never less 
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than 15 and usually 18 hours long. By the time he 
was 36 years of age his endurance began to fail. 
He could not run up three flights of stairs as usual 
but took to the elevators. He began to lose weight 
and to sleep poorly. When he had a cold he was 
forced to go to bed for a week. 


He gradually found it impossible to climb any 
stairs and his gait was slowed. Next he began to 
take a taxicab to reach the university. In time he 
had the cab driver drive him to the rear of the 
building so that he was able to walk directly into 
his office without ascending even a few steps. Then 
he reduced his hours of work to ten, to nine, to 
eight and finally to four daily. 


He then asked for leaves of absence of four to 
eight months because of “influenza” or even mere 
“colds.” He gradually lost 70 pounds of weight 
while his neck increased in circumference to 1814 
inches. He was examined in many clinics but noth- 
ing organic was found to account for his loss of 
endurance. By the time he came to me he had 
reached a point where he spent two to three months 
in bed recovering from the exertion of an hour’s 
shopping. 

I examined him from every conceivable angle. 
including gastric analyses, barium meals, basal met- 
abolic tests, blood chemical studies, blood counts 
and innumerable urinanalyses and stool bacteri- 
ology, all without anything essential being discov- 
ered. The muscular flabbiness, continued loss of 
weight, enlarged neck circumference, euphoria with 
unwillingness to surrender in spite of weakness ap- 
proaching paralysis, all make a clear picture of the 
exhaustion syndrome. He was followed for four 
years, at the end of which time he could walk four 
city blocks if he rested for hours afterward. 


CONCLUSIONS 


These additional cases of subacute generalized 
neuromuscular exhaustion do not extend our knowl- 
edge of the metabolic disturbance responsible, for 
the exhaustion. They do contribute by demonstrat- 
ing that even a 16-year-old boy in excellent health 
may increase his muscular development remarkably 
only to lose all his gain and become a chronic in- 
valid by overexertion and that an older man may 
similarly ruin his health by much less overwork. 
There are now six cases on record. The medico- 
legal aspects* are obvious in civilian life. It seems 
strange that the recent war has not made many 
cases available for study; probably the syndrome 
is merely taken for granted under stresses of war. 


727 West Seventh Street, Los Angeles. 
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The Present Status of Surgery in Congenital 
Heart Disease* 


Joun C. Jones, M.D., Los Angeles 


on Gross® ligated the first persistent patent 
ductus arteriosus eight and one-half years ago, 
tremendous interest has been shown in the diag- 
nosis and surgical treatment of congenital cardiac 
lesions by surgeons and clinicians. Operations on 
the ductus arteriosus are commonplace today, and 
several surgeons have large series of cases in which 
the operation was performed. Two years ago, Bla- 
lock and Taussig! reported a successful technique 
for anastomosing a systemic artery to the pul- 
monary artery to accommodate for the stenosis of 
the plumonary artery in the Tetralogy of Fallot. 
More recently, Crafoord* of Stockholm, Sweden, 
and Gross® of Boston, have independently resected 
and anastomosed coarctations of the aorta with 
cures resulting. 

We believe that the indications for surgery of 
patent ductus arteriosus remain the same, in spite 
of the development of chemotherapy (sulfonamides 
and penicillin), with certain specific modifications. 
Many cases of subacute bacterial endocarditis with 
patent ductus arteriosus have been reported as 
“cured” by penicillin therapy, but it is believed 
there will be a certain number of these cures in 
which either an exacerbation or a re-infection will 
occur, so that the so-called “cures” may result in 
disappointment. The ease of surgery with a low 
mortality in the non-infected, uncomplicated cases 
is an argument for the interruption of the shunt of 
the ductus arteriosus before the patient develops a 
blood stream infection. Furthermore, it is advised 
that after an infected patient has made a so-called 
“cure” from penicillin therapy, he should have 
surgery in order to safeguard him against exacer- 
bations and re-infections. The mortality from the 
latter group as against the uncomplicated, un- 
infected cases will be considerably higher because 
the arteritis in the ductus arteriosus even though 
apparently healed, makes the dissection infinitely 
more hazardous and the dangers of hemorrhage 
vastly greater. Then too, the permanent damage of 
the infection and vegetations in an infected case, 
even though the ductus arteriosus is successfully 
divided and sutured later, is not to be overlooked 
or forgotten. 

Definite advances have been made in the surgery 
of patent ductus arteriosus. The original operation 
of ligation “in continuity” of the ductus has been 
modified by Gross,7 who in his last 87 cases has 
divided and sutured the vessel. This technique has 
completely eradicated the possibility of a re-estab- 
lishment of the fistula, either by a ligature which 
does not completely occlude the vessel, or one that 
is too tight and cuts through the vessel, allowing 


* Read before the Joint Session of the California Medi- 
cal Association and the California Heart Association, 
Los Angeles, May 7-10, 1946. 


the blood to pass around the ligature. More re- 
cently Blalock,? believing that the division and 
suture operation of Gross was too hazardous, modi- 
fied the ligation technique and incoporated purse 
string sutures both proximal and distal to the tape 
ligature, allowing the ductus to remain intact. 


The mortality in our® series of 61 operations, 
which includes both ligation and division and 
suture, has been one surgical death due to hemor- 
rage (1.6 per cent). One other patient died later 
on a re-admission to the hospital with bacterial 
endocarditis and aneurysm at the site of ligation 
after the ties had cut through the vessel. Fifty-nine 
of the 61 patients remain alive and in apparently 
good health; ten of them have a residual continu- 
ous murmur. All these cases with a recurrence of 
the murmur had the ductus ligated “in continuity.” 
We believe therefore that where it is feasible to 
do so the division and suture of the ductus should 
be carried out in preference to the original ligation 
“in continuity.” 


SURGERY IN TETRALOGY OF FALLOT 


The Blalock operation! was proposed for the 
anastomosis of a systemic vessel to one of the pul- 
monary arteries in Tetralogy of Fallot, commonly 
called “blue baby.” The latter is characterized by: 
(1) Pulmonary stenosis or atresia; (2) Dextio- 
position of the aorta; (3) High interventricular 
septal defect; (4) Right ventricular hypertrophy. 
The most striking feature of this condition is the 
cyanosis, which does no harm per se. Actually it 
is the manifestation of anoxemia and compensa- 
tory polycythemia, and is due to the presence of 
reduced hemoglobin in the circulating blood. Cy- 
anosis becomes apparent when the reduced hemo- 
globin approaches 5 grams per 100 cc. of circulat- 
ing blood. If the circulating blood contains 6 or 7 
grams of reduced hemoglobin, then cyanosis is 
marked. Lundsgaard and Van Slyke® pointed out 
that there are four factors in the production of 
cyanosis: the height of the hemoglobin, the volume 
of the venous blood shunted into the systemic cir- 
culation, the rate of the utilization of the oxygen 
by the tissues, and the extent of the aeration of the 
blood in the lungs. They demonstrated that if there 
was a marked polycythemia, secondary changes 
occurred in the lung, and that all the blood pass- 
ing through the lung did not come in contact with 
alveolar oxygen. The cyanosis, however, in these 
polycythemic patients can be lessened by prolonged 
inhalation of oxygen. It seemed to them, then, that 
if all of the blood passing through the lungs were 
not fully oxygenated, it was improbable that if 
more blood circulated through the lungs a larger 
percentage of blood would be oxygenated. 

Taussig,! however, pointed out the importance 





342 


of the volume of blood which reaches the lungs for 
aeration. She called attention to the fact that in all 
cases with pulmonary atresia in which all the blood 
to the lungs is conveyed by a patent ductus arte- 
riosus, the closure of the ductus arteriosus renders 
the condition incompatible with life. She had 
studied several infants with pulmonary stenosis in 
whom cyanosis was not apparent until the ductus 
was closed. She concluded that so long as the cir- 
culation to the lungs was adequate, many gross 
congenital malformations of the heart were com- 
patible with life, and that the lack of the circula- 
tion to the lungs was the primary cause of death 
in many infants with congenital heart malforma- 
tions. Furthermore, that in cases of Truncus arte- 
riosus when the pulmonary arteries are given off 
by the aorta, there is adequate circulation to the 
lungs and cyanisos is minimal or absent. On the 
ether hand, if the pulmonary artery fails to arise 
from the heart or the aorta, and the circulation to 
the lungs is by way of the bronchial arteries, only 
a small volume of blood reaches the lungs for aera- 
tion and the cyanosis is intense. 

Blalock,1 who had had considerable experience 
with anastomosing a large systemic artery to one 
of the pulmonary arteries, devised his operation 
with a view to compensate for an inadequate flow 
of the blood to the lungs, by anastomosing either 
the innominate or subclavian artery to the side of 
either pulmonary artery so the flow of the shunted 
blood was to both lungs. Since the stenosis of the 
pulmonary artery in Tetralogy of Fallot is usually 
in the myocardial portion of the artery, there are 
no technical difficulties with such an anastomosis 
from the standpoint of the pulmonary artery itself. 

In Tetralogy of Fallot, the foramen ovale is 
closed, the ductus arteriosus is closed, there is cy- 
anosis and marked clubbing of the digits. If this 
phenomenon exists and the ductus remains open, 
there is no cyanosis, but if and when the ductus 
arteriosus closes, cyanosis appears. It is well to 
point out here that a patent ductus arteriosus with 
cyanosis only under stress and exercise, definitely 
indicates the possibility of Tetralogy of Fallot, and 
the ductus should not be ligated except in the 
presence of bacterial endocarditis. There is usually 
a cardiac murmur, systolic in time, heard best at 
the left sternal border and the left second inter- 
space. The murmur is usually loud and is accom- 
panied by a marked thrill. The electrocardiogram 
shows right axis deviation, with high P and normal 
T waves. The diagnosis should be seriously ques- 
tioned if there exists a left axis deviation. A high 
pulmonary arterial pressure (measureable only at 
the time of surgery) of 280 to 300 millimeters of 
water would indicate the absence of pulmonary 
stenosis and contraindicate surgery. In considering 
patients for the Blalock operation, one should limit 
them to the small or moderately enlarged hearts, 
for the greatly enlarged hearts are unable to com- 
pensate after the anastomosis and are therefore a 
contraindication to surgery. The greater the degree 
of cyanosis, the greater the indication for the use 
of a larger calibre vessel such as the innominate 
artery, but the size of the heart should not be dis- 
regarded. In the case of a deeply cyanotic patient 
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with a moderately large heart ari anastomosis is 
needed of a smaller calibre vessel than in the case 
of a deeply cyanotic patient with little or no cardiac 
enlargement. In a moderately or slightly cyanotic 
patient, or one who becomes cyanotic on activity, 
with a normal sized heart, there is no indication 
to use the larger calibre vessels and the preference 
is for the subclavian artery, which is usually the 
smallest of the three great vessels arising from the 
aorta. 


The greater the degree of the polycythemia and 
the higher the red cell count, the greater the pos- 
sibility of a cerebral thrombosis, either spontane- 
ously or post-operatively. Apparently recovery from 
a spontaneous cerebral thrombosis is no contra- 
indication to the Blalock operation. Blalock? has 
had a few (four in the first 50) cases of post- 
operative cerebral thrombosis with hemiplegia, in 
ligations involving the carotid artery. At that time, 
one patient had died, one had an apparently per- 
manent hemiplegia, one had partially recovered, 
and the fourth patient had a complete recovery. 
There had been at that time no thrombosis when 
the subclavian artery had been anastomosed to the 
pulmonary artery. 


One might expect serious complications result- 
ing from the ligation of the subclavian artery. 
There is definitely a lowering of the temperature 
of the corresponding arm for a few days, then a 
return to normal temperature. Likewise the absent 
radial pulse in most of Blalock’s® series returned 
in a few weeks. 


The hematocrit reading in Tetralogy of Fallot 
varies from 70 per cent to 85 per cent. Normally 
the arterial oxygen saturation level is 95 per cent 
to 98 per cent. In blue babies, it is about 30 plus 
or minus, per cent. The best results from surgery 
have increased the arterial oxygen saturation to 
between 80 and 85 per cent; in some cases, how- 
ever, the oxygen saturation has come to 70, plus 
or minus, per cent, and remained at that level. 


OTHER CONGENITAL ANOMALIES OF THE 
HEART AND AORTA 


Congenital anomalies involving other parts of 
the heart and aorta as well as the origin of the 
aortic branches, are frequent. The anomalies of the 
aorta and its major branches, however, are a most 
important consideration since the clinician and 
surgeon must determine these preoperatively so far 
as possible so that a decision can be made as to 
the side of approach for the anastomosis. 


A left aortic arch with a left descending aorta 
occurs in from 75 to 80 per cent; a right aortic 
arch with a right descending aorta occurs in 20 or 
25 per cent of the patients. When a right aortic 
arch with a right descending aorta presents, the 
origin of the great vessels from the arch is re- 
versed. A right aortic arch with a left descending 
aorta usually occurs in an otherwise normal heart, 
and had not been seen in the large series of 
Tetralogy of Fallot patients seen by Taussig and 
Blalock. Dextrocardia may or may not be present 
in this condition. In the cases in which dextro- 
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cardia has been observed, the aorta may be on the 
right or on the left, and these occur with about 
equal frequency. Dextrocardia then per se does 
not indicate the side of surgical approach. It is the 
origin and descent of the aorta that gives this in- 
formation. A patient with a left aortic arch with 
a left descent is best operated through a right sided 
surgical approach, and conversely, one with a right 
arch and a right descending aorta should be ap- 
proached from the left side. 


The origin and descent of the aorta can only be 
determined by roentgenograms and careful fluoro- 
scopy. Roentgenologically, the lung fields are clear 
and the pulmonary conus is concave or absent in 
Tetralogy of Fallot. In the presence of increased 
bronchovascular markings, dilated vessels, or pul- 
sating pulmonary vessels in the hilar regions, the 
diagnosis of Tetralogy of Fallot is doubtful. The 
origin of the vessels from the aortic arch cannot 
be located by x-ray examination, but the origin is 
indicated by the position of the aorta. Fluoroscopic 
examination should be made in the anteroposterior 
and both oblique positions, with barium in the 
esophagus. This is the most important examination 
in determining the feasibility of surgery and the 
side of approach, as it shows the origin and 
descent of the aorta. 


The most severe and complicated malformations 
are found in cases with a dextrocardia with cy- 
anosis, and in these the diagnosis of Tetralogy of 
Fallot is the least accurate. In Tetralogy of Fallot 
there may be cardiac failure without the presence 
of rales in the chest, because of the small amount 
of blood circulating through the lungs. It is well 
to keep in mind that if a patient has rales in the 
chest without a bronchial infection, the diagnosis 
of Tetralogy of Fallot is to be doubted. 


No surgery is indicated for the Eisenmonger 
complex, which is characterized by a normal sized 
pulmonary artery, a dextroposed aorta, a high 
ventricular septal defect, and while there may or 
may not be cyanosis, there is no hypertrophy of 
the right ventricle. 


Space does not permit of a discussion of the sur- 
gical technique and postoperative care which has 
been discussed in detail in the article by Blalock 
and Taussig.1 The indications for the operation 
are an inadequate circulation of the blood to the 
lungs due to pulmonary artery stenosis, and since 
the first case was operated only a little over two 
years ago, not enough time has elapsed to calculate 
the final results, nor to outline all the contraindi- 
cations to surgery. It would appear that generally 
the best surgical results will be in the younger 
children who have little cardiac enlargement, and 
the poorer results in those older children and 
adolescents with larger hearts which do not cope 
as well with the shunt of blood through the anas- 
tomosis, or who might conceivably have perma- 
nent changes in the pulmonary vascular bed. 

It is only natural to assume that such major 
surgery would carry a relatively high mortality in 
a “poor risk” group of patients who have a Tet- 
ralogy of Fallot. One must not lose sight of the 
fact, however, that without surgery the vast ma- 
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jority of these patients have a hopeless prognosis. 
Blalock’s* series of now over 90 operations for 
this condition reports a mortality of 20, plus or 
minus, per cent. This is indeed a low mortality in 
a large series in the hands of a most skillful and 
courageous surgeon. The great majority of those 
patients who have survived the surgical convales- 
cence, have made a most dramatic improvement, 
and the Blalock operation is recognized as prob- 
ably one of the greatest surgical contributions to 
modern medicine. 


Crafoord* in 1945 published a report of the 
successful surgical treatment of two patients who 
had congenital coarctation of the aorta. Gross,® 
working independently, reported his experiences 
with the surgery of coarctation, both in children, 
one of whom died during the operation, but the 
other was cured. Both surgeons employed the 
method of resection of the constriction after apply- 


_ ing clamps to the aorta above and below the lesion 


and anastomosing the cut ends together. 


Crafoord’s patients were a 12-year-old boy and 
a 27-year-old farmer, operated upon in October of 
1944, They were reported one year later as well 
and living normal lives, the farmer doing light 
chores. Gross’s child was well and apparently 
cured several months after the operation. They 
reported no organic damage as the result of the 
occlusion of the aorta, and the blood pressure in 
the lower extremities approximately the same as in 
the upper. 


The relatively bad prognosis of this group of 
patients who develop arteriosclerotic changes if 
they do not die of subacute bacterial endocarditis 
before this occurs, warrants serious consideration 
for surgical treatment, provided the latter is feas- 
ible without undue risk. It would seem to be indi- 
cated in childhood, for later in life the arterio- 
sclerotic changes in the vessels might render the 
anastomsis a most difficult or impossible task. The 
few cases reported are a most encouraging stimulus 
to clinicians for the correction of a congenital le- 
sion which has had a hopeless outlook. 


1136 West Sixth Street, Los Angeles. 
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An Evaluation of Topical Penicillin Therapy; 


Review of Recent Literature 


THomas H. STERNBERG, M.D., anp Paut LeVan, M.D., Los Angeles 


THE introduction of new agents of chemothera- 

peutic value is usually followed by their wide- 
spread and over-enthusiastic usage. This practice is 
particularly apt to occur in the field of dermatology 
in which specific therapy is at times lacking and 
empirical methods of treatment must be employed. 
The best example of the foregoing was the one- 
time indiscriminate use of sulfonamide ointments 
in diseases in which little or no chance of success 
existed. Sulfonamide ointments later found their 
true place in dermatologic practice, but meanwhile 
their application to the skin produced various cuta- 
neous and systemic sensitization phenomina in 
countless individuals. 

While penicillin has been generally available for 
only a comparatively short time, there are numer- 
ous and enthusiastic reports in both medical and 
lay journals concerning its local use. As might be 
expected, penicillin ointment is frequently pre- 
scribed, often without regard to the etiology and 
nature of the dermatosis to be treated. That this 
practice is not innocuous is becoming more and 
more evident by the steadily increasing number of 
reports of sensitization reactions resulting there- 
from. 


The purpose of this article is to evaluate the 
present status of penicillin ointment in the treat- 
ment of various skin diseases; to discuss the re- 
actions which are being encountered; and to at- 
tempt to delineate the proper place of this substance 
in the dermatologic armamentarium. 


REVIEW OF TOPICAL PENICILLIN THERAPY 


In an attempt to evaluate topical penicillin ther- 
apy, case reports* from numerous sources have 
been tabulated to form Table 1. Cases were not in- 
cluded in the table if penicillin was also adminis- 
tered parenterally, or if the diagnosis was not 
clearly set forth. 

As shown in Table 1, penicillin ointment is of 
considerable therapeutic value in those bacterial in- 
fections of the skin in which penicillin-sensitive 
organisms predominate. Thus 119 of 159 individ- 
uals with impetigo were cured, 25 showed some 
improvement, while only 15 failed to show any im- 
provement or became worse. In the ecthyma and 
pyoderma group 50 of 58 cases were classified as 
cured, while six were not improved or became 
worse. Forty-four of 99 individuals with sycosis 
vulgaris were considered cured with penicillin 
ointment alone, and an additional 22 showed im- 
provement. The treatment failed completely in 33 
of this group. In the infectious eczematoid dermat- 
itis and eczematous dermatitis (with secondary in- 
fection) group, 56 of 62 patients responded par- 


* References 4, 5, 6, 7, 10, 13, 20, 24, 25, 28, 29, 34. 


tially or completely as compared with a favorable 
response in 12 of 25 with eczematous dermatitis in 
which secondary infection was supposedly not 
present. 


TABLE 1.—Tabulation of Results of Topical 
Penicillin Therapy*** 


Not 
Total No. Improved 
Disease of Cases Cured Improved* or Worse 


Impetigo 119 25 15 


Ecthyma and 
pyoderma 50 2 


Sycosis vulgaris... 99 44 22 


Infectious ** 
dermatidities ... 62 28 28 


Eczematous dermat- 
itis (uninfected) 25 10 13 


* Improved—Cases lost from observation before cure, 
but improving at last visit, or those requiring adjunctive 
therapy. 


** Includes both infectious eczematoid dermatitis and 
eczematous dermatitis with secondary infection. 


*** Collected from the literature (references 4, 5, 6, 7, 
10, 13, 20, 24, 25, 28, 29, 34). 


Scattered case reports not shown in the table 
have indicated that penicillin ointment may be 
effective in such bacterial infections of the skin as 
furunculosis, folliculitis, secondarily infected - der- 
matomycosis, erysipelas, cellulitis, and dermatitis 
repens. It should be noted that in several of these 
diseases, particularly furunculosis, erysipelas and 
cellulitis, parenterally administered penicillin is 
preferable. 


Other investigations have indicated, as might be 
expected, that penicillin ointment is of little or no 
value in acne vulgaris, seborrheic dermatitis, neuro- 
dermatitis, dermatitis venenata (uninfected), der- 
matomycosis (not secondarily infected) and other 
non-bacterial skin diseases. 

Penicillin ointment seems to have certain thera- 
peutic advantages not shown by these data. It 
simplified the treatment for the patient, since anti- 
septic wet dressings were not employed. The chief 
advantage, noted by most investigators, is the 
rapidity of response in those patients in whom 
treatment is successful, with a reduction of many 
days in the total treatment time. 


REACTIONS 


Following Parenteral Administration: 


Until recently the majority of penicillin reactions 
reported have followed parenteral administration 
of the drug. These reactions are not limited to the 
skin, but present protean manifestations, as shown 
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in Table 2. While it is true that the commercial 
penicillin sodium which produced most of these 
reactions contained many impurities, investigation 


TABLE 2.—Types of Reactions from Penicillin34 


. Eczematous and eczematoid eruptions (contact type). 


. Exanthems with joint swellings and other manifesta- 
tions, resembling serum sickness. 


. Morbilliform eruptions. 


. Pompholyx and dyshidrosis-like eruptions of hands and 
feet. 


. Pruritus. 


. Urticarial and angioneurotic edema-like eruptions. 





has shown that pure crystalline penicillin has aller- 
genic properties.!® %3 


Following Topical Administration: 


During the past year reports on reactions from 
the use of topical penicillin therapy have appeared 
with increasing frequency. The paucity of earlier 
reports may be attributed in part to the heretofore 
scarcity of penicillin for use in ointment form. 


With the recent widespread use of penicillin, it 
has become apparent that the drug applied topically 
has potent sensitizing properties, and many in- 
stances of contact dermatitis through epidermal 
sensitization to penicillin have been reported.* In 
addition there is some evidence that penicillin ap- 
plied locally can and does produce a sensitization 
in the dermal or vascular structures which may re- 
sult in one of the systemic reactions noted in Table 
2. Cormia et al.* and Haswell and Wilkinson” 
have reported a number of such reactions, and one 
of us has recently seen a similar instance in a pa- 
tient who had been using penicillin ointment on 
his hands for nine days in treating a pyoderma. 
On the tenth day he developed an angioneurotic 
edema involving the right side of the face. 


At present the majority of recorded reactions 
from penicillin ointment are of the contact dermat- 
itis type due to epidermal sensitization. The fre- 
quency with which reactions may be expected to 
occur when penicillin ointment is employed thera- 
peutically can be estimated from the following 
reports. Rostenberg and Welch?® in a group of 144 
persons, none of whom had been exposed to penic- 
illin previously, found eight, or 5.5 per cent, to be 
sensitive to penicillin as determined by a positive 
old-tuberculin type of reaction to the intradermal 
injection of 0.1 cc. (1000 units) of penicillin 
sodium. They further demonstrated that repeated 
intradermal tests in some individuals caused an 
arthus type of response which eventually developed 
into a tuberculin-like reaction. Gottschalk and 
Weiss'! in a recent study were able to produce 
epidermal sensitization by repeated patch tests to 
a penicillin ointment in 4.5 per cent of 200 per- 
sons. Cohen and Pfaff? found that 0.95 per cent of 
524 patients had positive patch tests to penicillin 
ointment, while Wrong** noted two severe local 


* References 1, 2, 3, 11, 15, 18, 21, 22, 23, 30, 31. 
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reactions out of 94 patients treated locally. Cani- 
zares® noted reactions to penicillin ointment in 2.9 
per cent of 174 patients. 


Actually, the above reports do not give a true 
picture of the incidence of penicillin reactions. It 
has been shown by numerous investigators that the 
patch test may be negative in definite instances of 
contact dermatitis from penicillin ointment. Wrong, 
as quoted by Pillsbury,’ states that the incidence 
of dermatitis “is increasing by leaps and bounds 
and is well over 10 per cent.” Pillsbury, in the same 
report, states that “the present incidence of sensi- 
tivity reactions is apparently over 15 per cent, and 
this percentage may increase as more individuals 
are exposed to the drug.” 


DISCUSSION 


In an attempt to evaluate penicillin ointment in 
the treatment of various skin diseases, a major por- 
tion of the literature has been reviewed. As might 
be expected, penicillin ointment has been tried in 
a large number of skin diseases, but in tabulating 
the results of treatment it was found that it was of 
value in only those bacterial infections of the skin 
commonly caused by penicillin-sensitive organisms. 
Actually this group of skin diseases is very small 
and, as shown in Table 1, consists of impetigo, the 
ecthmya-pyoderma group, sycosis vulgaris, and the 
infectious dermatidities. The over-all results of 
treatment of this group of diseases were excellent. 
However, comparable results have been obtained 
with older chemotherapeutic agents such as am- 
moniated mercury, oxyquinoline sulphate and anti- 
septic wet dressings. Therefore it would seem that 
the main advantage of employing penicillin oint- 
ment, as previously noted, is the rapidity of 
response. 


While the bacterial infections included in Table 
1 might all be expected to respond to penicillin, a 
significant number failed to improve. This may be 
explained by penicillin resistance of certain strains 
of staphylocci!®*? and streptococci. Tainter,?* in 
an excellent review of this subject, states that there 
occurs in nature some strains of staphylococci rela- 
tively penicillin resistant. It has also been shown 
that skin diseases caused by strains of organisms 
sensitive to penicillin in vitro have failed to respond 
in therapeutic trials. This may be partially ex- 
plained by the unsuitability of the bases employed. 
Another explanation of considerable importance, 
however, is the possible development, following 
initiation of therapy, of penicillin resistant strains 
of organisms. That this does occur is confirmed by 
the work of Davies et al.® in which 10 per cent of 
their patients developed penicillin resistant strains 
of bacteria before the end of 14 days of treatment. 
Therefore, inconsistencies in response to penicillin 
ointment must be expected, and probably with in- 
creasing frequency, as more _penicillin-resistant 
strains are encountered. In this connection Tainter** 
has warned “. . . inefficient self medication (and of 
course equally inefficient medication by the physi- 
cian) must be avoided. [If this is not done], in- 
creasing numbers of penicillin resistant infections 
can be confidently anticipated.” 
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While the majority of penicillin reactions have 
appeared after an exposure period of five to ten 
days, it has been noted that some individuals have 
shown an immediate reaction, and upon patch test- 
ing have been found to be sensitive to penicillin.” 
Furthermore, these people have had no history of 
previous penicillin treatment or exposure to the 
drug. Rostenberg and Welch?® have offered an ex- 
planation of this initial sensitivity on the basis of 
previous exposures to, or subclinical infection with, 
penicillium notatum mold. In addition Cormia, 
Jacobson and Smith® have pointed out the possi- 
bility of a group sensitivity to fungi, particularly 
in patients with dermatomycosis. This may possibly 
explain the dermatophytid eruptions following the 
use of penicillin. Kolodny and Denhoff"* in a con- 
sideration of this subject state that the most severe 
penicillin reactions in their series occurred in pa- 
tients with fungus infections. They also considered 
it significant that the trichophytin skin test was 
positive in a high proportion of patients sensitive 
to penicillin. 

It seems apparent that an increasing percentage 
of individuals are developing a sensitivity to penic- 
illin through contact with the drug. This sensitivity 
is commonly manifested by a contact dermatitis, 
but can be manifested by any of the known systemic 
reactions. There is some evidence that continued 
and prolonged exposure to penicillin will produce 
sensitization in a large percentage of people. Gott- 
schalk and Weiss1! reported seven persons exposed 
to penicillin over a long period of time and all 
seven were found to be positive to the patch test 
to penicillin ointment. They also found that 17 per- 
sons of 200 reacted to a second patch test with 
penicillin ointment when they had not reacted ini- 
tially, concluding therefrom “that the substance is 
evidently a sensitizer of some degree of potency. . .” 
Additional support for this statement is the well 
known fact that physicians and laboratory workers 
are prone to develop penicillin sensitivity through 
prolonged contact with the drug.* 11-17-18 


In summarizing the data relative to reactions 
from topically applied penicillin, it seems definite 
that (a) an appreciable number of individuals are 
initially sensitive to penicillin ointment; (b) pro- 
longed contact to penicillin will produce sensitivity 
in a large percentage of individuals; (c) reactions 
are being encountered much more frequently as the 
drug gains wider usage; and (d) the incidence of 
reactions has now reached such proportions as to 
suggest strongly that the topical application of 
penicillin be limited to severe non-responding bac- 
terial infections of the skin. 


SUMMARY AND CONCLUSIONS 


1. The medical literature relative to topical pen- 
icillin therapy has been reviewed. 


2. Penicillin ointment has been found to be of 
value in a limited number of dermatoses ordinarily 
caused by penicillin-sensitive bacteria, such as 
impetigo, the ecthyma-pyoderma group, sycosis 
vulgaris and the infectious dermatidities. However, 
even in these diseases, inconsistencies in response 
to treatment occur, probably because of penicillin- 
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resistant strains of streptococci and staphylococci 
and improper local use of the drug. 

3. The overall results of topical penicillin therapy 
of the bacterial infections of the skin are good, but 
comparable results have been obtained with other 
chemotherapeutic agents although more time may 
be required. 

4. Reactions to penicillin ointment are usually 
of a contact dermatitis type, but may be of a 
systemic nature. 


5. Evidence has been presented which indicates 
that an appreciable number of individuals are ini- 
tialy sensitive to penicillin. Furthermore, reliable 
studies have shown that a large, but as yet, unde- 
termined, percentage of people become sensitized 
to penicillin following local contact with the drug. 


6. Because of the increasing incidence of reac- 
tions concomitant to the present widespread use 
of penicillin, it seems likely that its topical use will 
eventually be limited to bacterial infections of the 
skin unresponsive to other therapeutic agents. 


643 South Wilton Place, Los Angeles 5. 
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Treatment of Interstitial Cystitis 


Rocer W. Barnes,* M.D., Los Angeles 


A DISEASE which keeps its victim suffering and 

miserable for many years, and for which no 
satisfactory treatment has been developed, is one 
which deserves frequent review and discussion. 
Such a disease is interstitial cystitis or Hunner 
ulcer. A number of terms are used to designate 
this bladder inflammatory process described by 
Hunner? in 1914 and often called by his name. 
Interstitial cystitis is the one given by Jordan’s 
Standard Nomenclature of Diseases which is ac- 
cepted by most hospitals. 


The symptoms and findings characteristic of in- 
terstitial cystitis are familiar to all urologists: the 
severe bladder pain, the marked frequency and 
urgency of urination, the small bladder capacity 
and the clear urine are almost diagnostic. When 
these are accompanied by the typical cystoscopic 
picture of an area of velvety inflammation and 
fibrosis situated in the dome or fundus of the 
bladder, which bleeds following bladder overdisten- 
tion, and from which acute injection radiates, a 
definite diagnosis can be made. 


The histopathology is that of any chronic inflam- 
matory process, and involves the muscularis more 
than the mucosa of the bladder. The etiology is not 
definitely known. However, the condition is prob- 
ably the result of infection in a near or distant 
focus, and may be due to (1) bacterial invasion®; 
(2) toxemia*; (3) lymphatic* or circulatory! ob- 
struction; or (4) a combination of these or other 
causes. In many cases no etiologic factor can be 
identified or excluded; in others, usually a long 
time is required to eliminate the focus or infection. 


*From the Department of Surgery (Urology), College 
of Medical Evangelists, Los Angeles. 


It is important, then, that local treatment be di- 
rected toward the greatest possible relief of bladder 
symptoms. The existence of bacterial infection in 
the bladder lesion has never been demonstrated; 
if this were present it would be found beneath the 
vesical mucosa rather than on its surface. There- 
fore, topical application of antiseptics would do 
very little, if any good and would likely even in- 
tensify the symptoms by producing irritation and 
increased bladder spasm. 


TREATMENT 


The best local treatment of any chronic inflam- 
matory process is one which increases circulation— 
both blood flow and lymph drainage—in the tis- 
sues involved. Thus, it seems logical that an in- 
creased circulation in the bladder wall of patients 
presenting interstitial cystitis would not only relieve 
symptoms, but might even eventually effect a cure 
if the primary cause of the condition were elimi- 
nated. It is probable that the beneficial effects pro- 
duced by overdistention of the bladder are due as 
much to increased circulation as to enlarged blad- 
der capacity, for sometimes patients are seen whose 
symptoms are partially relieved but whose bladder 
capacity remains unchanged. Bladder spasm, which 
is always present in these cases, causes ischemia of 
the bladder wall. Every effort should be made to 
combat local circulatory stasis by reducing blad- 
der spasm to a minimum. 

During the past few years we have been using a 
routine treatment for interstitial cystitis, the pri- 
mary object of which is to increase circulation in 
the bladder wall: 

1. Pass a catheter, empty the bladder and instill 
one-half ounce of 1:200 nupercaine or other local 
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anesthetic; allow it to remain in the bladder 10 
minutes by the clock. If the patient is male, instill 
into the bladder through the meatus after he has 
voided. 


Inasmuch as all these cases have hyperirritable 
bladders, the instillation of a local anesthetic helps 
to prevent bladder spasm, and aids in obtaining 
greater bladder capacity during overdistention. 


2. Pass a catheter and overdistend the bladder 
with warm 1:6000 potassium permanganate solu- 
tion. Allow the fluid to run into the bladder very 
slowly, and continue distending until the patient 
states he can hold no more. 

It is very important to use warm solution, for 
cold or hot solution causes bladder spasm. Too 
rapid overdistention of the bladder may also in- 
duce spasm. 


3. Allow the solution to run out through the 
catheter, then instill one-half ounce of mild anti- 
septic or bladder sedative. 

It is more important at this point to allay spasm 
than to disinfect the bladder. One of several solu- 
tions may be used: Cajandol (Squibb) ; a mixture 
of equal parts of 1:500 silver nitrate and an emul- 
sified oil such as plain petrolagar—the oil reduces 
the irritability of the silver nitrate; a mixture of 
equal parts of 5 per cent neosilvol and 1:200 nuper- 
caine solution. 


4. Follow this immediately by applying heat— 
preferably short wave diathermy—through the 
bladder for 15 minutes. 

This not only relaxes the bladder, preventing 
spasm and reduced bladder capacity, but also in- 
creases the circulation to the organ. 

This treatment is repeated twice or three times 
a week at first. Then, as the bladder capacity in- 
creases and the patient’s symptoms are relieved, 
the interval between treatments is lengthened so 
that after ten or twelve have been given, one every 
four, six or eight weeks is sufficient to keep the 
patient fairly comfortable. Attention to the details 
of treatment is important, for a small error such 
as the use of cold solution instead of warm may 
result in failure of the entire treatment to produce 
beneficial results. This has been demonstrated in a 
number of patients who had what was supposed 
to be the same treatment elsewhere without benefit, 
but who were helped greatly when it was given by 
a nurse who was trained to carry out the details 
properly. 


Sixty consecutive cases of interstitial cystitis 
treated in this manner, from which follow-up re- 
ports were obtained, were studied. The diagnosis 
in each case was made by the cystoscopic finding 
of one or more typical lesions in the bladder. These 
were characteristic stellate areas of inflammation, 
sometimes associated with fibrosis, situated in the 
dome or fundus of the bladder, and from which a 
small amount of oozing occurred after overdisten- 
tion. In most of them, the urine was entirely nega- 
tive by routine analysis and Gram stain. A summary 
of these cases follows: 
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Oldest 
Youngest 
Average 


Male 
Female 


Duration of Symptoms 
Maximum 
Minimum 


Average 6.1 years 


Bladder Capacity 


First Visit 1 Month Later 


. Less than 1 oz, 2 oz 
17° Oz 
9.1 oz. 


3 Months Later 
3 OZ. 
25 oz. 
10 oz. 


Minimum 
Maximum 
Average 


Frequency of Treatment to Keep Patient Symptom Free 


Maximum 1 year 
Minimum 1 week 
Average 2.3 months 


2% 
5% 


Up to 50% improved 28% 


Approximately 75% improved (includes those 


who had no symptoms between treatments). 25 41% 


23% 


The final results were arrived at by obtaining 
statements from the patients. The one recorded as 
worse was treated elsewhere; her answer to the 
questionnaire stated that she was worse. All pa- 
tients who felt well most of the time but needed 
treatment once a month or less frequently, are 
recorded in the group of approximately 75 per 
cent improved. Patients recorded as well are those 
who continued treatment, one for four years, until 
they were symptom free. Recent follow-up reports 
on some of these are not available, and it is prob- 
able that a few have had recurrence of symptoms. 


SUMMARY 


It is frequently impossible to identify and elimi- 
nate the cause of interstitial cystitis. The chief ob- 
ject of local bladder treatment should be to increase 
both blood and lymphatic circulation by reducing 
bladder spasm, increasing bladder capacity and 
dilating blood vessels and lymphatic ducts. This 
is accomplished by painstaking bladder treatment 
consisting of overdistention under local anesthesia 
followed by short wave diathermy. Sixty-four per 
cent of 60 cases treated improved more than 50 
per cent. 

1216 Wilshire Boulevard, Los Angeles. 
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Cutaneous Reactions to Penicillin* 


Ben A. Newman, M.D., Los Angeles 


[NS spite of all the careful studies conducted on 

new drugs before their general release, now and 
then unlooked for sensitization reactions or other 
immune-biologic responses have subsequently ap- 
peared to harass the clinician. 


Penicillin, the first anti-biotic to gain widespread 
use, furnishes an excellent example of this unusual 
phenomenon. Although it has the remarkable prop- 
erty of being relatively non-toxic, untoward reac- 
tions are daily being observed in increasing number. 


The purpose of this report is to discuss specif- 
ically the hazards of penicillin, particularly as re- 
lated to the dermatoses, and to list and classify 
these reactions. This survey is particularly impor- 
tant since penicillin is being more and more pre- 
scribed for comparatively minor infections and 
other non-infectious lesions of the skin and oral 
mucous membranes. We are already duplicating the 
sequence of events that precipitated the innumer- 
able sensitizations observed during the past decade 
of sulfonamide therapy. 


FREQUENCY OF CUTANEOUS REACTIONS 


Keefer et al. were among the first to report such 
complications. Among 500 cases there were 14 (2.8 
per cent) urticarial reactions in the course of treat- 
ment with penicillin. During the treatment of 182 
cases of late syphilis with penicillin Stokes et al.* 
reported four (2.2 per cent) cutaneous reactions, 
consisting of urticaria two cases; one “id” reac- 
tion; and one burning of the skin. Moore et al.® 
noted only 15 (1 per cent) cutaneous reactions in 
1,418 patients treated for early syphilis. Severe 
reactions requiring discontinuance of therapy in 
five-tenths of 1 per cent of 2,000 soldiers receiving 
penicillin were reported by Cormia et al.? It is un- 
doubtedly significant that of the latter’s eight cuta- 
neous reactions, four patients received penicillin 
therapy for chronic skin infections. 


In treating 160 patients suffering from syphilitic 
infections, the writer observed four (2.4 per cent) 
instances of cutaneous reactions; two cases of urtic- 
aria, one of an erythema nodosum-like eruption, 
and one of a vesicular eruption of the hands and 
erythema of the cruris. It is my impression that of 
several thousand patients treated with penicillin in 
the military hospitals in which I served, the cuta- 
neous reactions were considerably less than 2 per 
cent. On the other hand, in a group of patients 
treated with penicillin for chronic infectious or 
eczematoid dermatoses, the reaction rate exceeded 
30 per cent. 


Since penicillin has been more readily available 
for public use, I have noticed a higher incidence 


* Read before the Section on Dermatology and Syphil- 
ology at the 75th Annual Session of the California Medi- 
cal Association, May 7-10, 1946, Hotel Biltmore, Los 
Angeles. 


From the Department of Dermatology, Cedars of Zeba- 
non Hospital, Los Angeles, California. 


of dermatological complications. Most of the pa- 
tients I have seen in my civilian practice with com- 
plications, had previously received penicillin for 
minor infections. Many gave a history of either 
having had penicillin therapy weeks or months be- 
fore, or a pre-existing severe dermatosis. 


TYPES OF CUTANEOUS REACTIONS 
1. Urticaria—angioneurotic edema 


This may arise after the first or after any sub- 
sequent administration of the drug. Not infre- 
quently urticaria has appeared as late as seven to 
twelve days after completion of treatment, even 
when the therapy itself had extended over a period 
of eight to twelve days. 


The eruption may break out either explosively 
or gradually over a 24-hour period; and the degree 
and intensity of it have varied greatly. Scattered 
small wheals, confluent giant lesions and angio- 
neurotic edema, involving any portion or most of 
the skin surface, have been present. In my experi- 
ence the duration of the eruption has varied from 
four days to three weeks. Some of the patients com- 
plained of intolerable itching. 


2. Transient miliaria-like eruptions 


Cormia et al.” reported five cases of a generalized 
pruritic eruption involving the trunk and extremi- 
ties, consisting of minute vesicles. In three of their 
patients the eruption disappeared while under con- 
tinued treatment, in one it persisted for a week 
following completion of treatment, and in a fifth 
it appeared one week after completion of treatment 
for syphilis. Four of the five had a marked residual 
desquamation of the palms. Three of their patients 
had a history of previous active fungous disease. 


3. Erythema nodosum-like eruption 


Case 1: A 19-year-old soldier with a sero-positive primary 
syphilis developed three, moderately tender, inflammatory 
nodules on the pre-tibial surfaces on the fifth day of treat- 
ment with penicillin. Four additional lesions appeared on 
the pre-tibial skin during the next four days (therapy had 
been completed on the eighth day). All the lesions dis- 
appeared in two weeks. 


Cormia‘ reports a smilar reaction that developed 
some time after treatment was completed. He states 
that the histological findings of one of the lesions 
were similar to those of erythema nodosum. 


4. Purpura 


Case 2: A 38-year-old soldier, seriously ill with cirrhosis 
of the liver and bilateral lobar pneumonia, on the fifth day 
of penicillin therapy (and oxygen) developed a mottled 
purpura, with erythema and edema of all the extremities 
and the lower abdomen. Three days later, because of the 
extreme edema of the skin, marked cyanosis and purpura, 
sulfadiazine was substituted for penicillin. In six days the 
edema and purpura had largely disappeared, but the pneu- 
monic process had extended and the patient was much 
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more ill. Penicillin was resumed, and within 24 hours the 
purpura, cyanotic erythema, and edema reappeared. In 
spite of this complication the drug was continued for an 
additional ten days, following which a slow recovery from 
the pneumonia took place. The skin returned to its normal 
state in four weeks. 


5. Erythematous, papulo-vesicular and bullous 
eruptions 


Several instances of erythemato-vesciular and 
papulo-vesicular eruptions® arising during penic- 
illin therapy have already been reported. The vari- 
ous eruptions caused by penicillin seem to differ in 
no way from those induced by other drugs, whether 
administered orally or parenterally. But the loca- 
tion and distribution of penicillin eruptions are 
often striking and may occasionally mimic in the 
patient a recent or long forgotten dermatosis: 
(Mnemoderma of Jaquet? ). 


Case 3: “Reaction simulating a dermatophytid.” A 24- 
year-old soldier complained of an “athletes’ foot” infection 
of two weeks’ duration with pain and swelling of the toes 
for three days. Several years before he had a severe erup- 
tion of the hands and feet, and each summer since then 
he has had mild attacks. The patient’s temperature was 
100.5°F. The diagnosis was coccogenic dermatitis and cel- 
lulitis, and penicillin therapy was prescribed. After the 
second dose of 20,000 units intramuscularly, the patient 
complained of severe itching of the hands, after which 
further treatment was discontinued. On the next day both 
palms and all the fingers were covered with minute in- 
flammatory vesicles, and a similar eruption was present 
on the left foot. The crural areas showed marginated areas 
of erythema. Itching was intense. Subsequent treatment 
consisted of wet dressings to the infectious lesions of the 
foot, and anti-pruritic lotions for the “id-like” vesicular 
eruption. The left foot was completely well in ten days, 
and the vesicular eruption had completely subsided in 
three weeks. 

Blood serum was collected 24 hours after the vesicular 
outbreak, and again ten days after the outbreak, for pas- 
sive transfer tests in patients awaiting therapy for syphilis. 
All tests gave a negative reaction. Scratch tests with the 
same brand of sodium penicillin solution, one month later, 
were negative. 


Case 4: “Reaction simulating a previous contact derma- 
tatis.” A 22-year-old soldier with secondary syphilis, on the 
second day of therapy developed a pruritic, erythemato- 
vesicular eruption of the palms, wrists and fingers. The 
patient stated that the eruption was identical to one caused 
by paints two years previously. Treatment for syphilis was 
not discontinued. The vesiculation and edema became quite 
intense, but did not spread. Eight weeks elapsed before 
involution of the eruption was complete. 


Case 5: “Reaction simulating erythema multiforme.” A 
36-yearold married woman was under my care in October, 
1941, for dermatitis characteristic of erythema multiforme, 
with iris-like lesions of the hands and forearms and mild 
arthralgias. She had had no previous or subsequent attacks. 
During February, 1946, she developed acute pyelitis. She 
was given sulfathiazole but this had to be discontinued 
after three days because of severe nausea; oral penicillin 
was substituted. Two hours after the first dose of 20,000 
units she experienced a burning of the skin. On exami- 
nation the following day she presented a typical exudative 
erythema multiforme involving the hands, forearms, face, 
thighs and legs, with herpetic lesions of the lips. 
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COMMENTS ON THE TYPES OF REACTIONS AND 
THEIR PATHOGENESIS 


At present the pathogenesis of penicillin erup- 
tions is unknown. The apparent increased frequency 
of urticarial reactions in patients previously treated 
with the drug makes it seem probable that a specific 
acquired hypersensitivity occurs in certain patients 
treated with penicillin. 


Sulzberger® has summarized the various theories 
of the pathogenesis of these reactions to the drug 
as follows: “The three most likely hypotheses re- 
garding pathogenesis of these vesicular eruptions 
appear to be: (1) a form of Jarisch-Herxheimer 
reaction in which the killed organisms rapidly 
liberate substances causing the reaction; (2) a 
synergistic or additive mechanism in which the ad- 
ministered penicillin plus the dormant unknown 
etiologic factor of the disease act together and elicit 
the local changes, and (3) the appearance of a 
vesicular drug eruption due to the penicillin alone 
but appearing only in sites peculiarly susceptible 
because of antecedent cutaneous disease.” 


Reactions to penicillin are independent of the 
mode of administration. The following cases are 
cited for purpose of illustration. 


Case 6: “Urticaria and angio-neurotic edema with nebu- 
lized penicillin.” A 52-year-old male, retired, with a chronic 
bronchiectasis of many years’ standing, was started on 
penicillin inhalations (nebulized) because of an acute ex- 
acerbation of his pulmonary symptoms. Penicillin, 100,000 
units per day, was administered by nebulization. On the 
third day a generalized urticaria with angio-neurotic edema 
of the lips and eyelids appeared. Treatment was immedi- 
ately discontinued. Within three days the eruption had 
subsided. The patient gave no history of previous urti- 
caria or allergies. 


Case 7: “Urticaria from penicillin mouth wash.” A sol- 
dier 26 years of age presented himself at the clinic . with 
a generalized urticaria of 12 hours’ duration. Two months 
previously he had had no untoward effects from a course 
of 2,400,000 units of penicillin given for a sero-negative 
syphilis. There was no history of previous urticaria or other 
allergies. Four days prior to the eruption a dentist had 
prescribed a penicillin mouth wash to be used every three 
hours, for the treatment of a Vincents’ gingivitis. When 
the eruption appeared, medication was discontinued and 
the rash subsided at the end of three days. To prove the 
etiology of the urticaria a therapeutic test was instituted. 
One thousand units of sodium penicillin was given intra- 
muscularly. In an hour pruritis appeared, and was followed 
by a severe giant urticaria that persisted for ten days. 


REACTIONS TO PENICILLIN WHEN USED FOR 
TREATMENT OF CUTANEOUS DISEASE 


A study of the case records of untoward reac- 
tions appearing during treatment of cutaneous dis- 
eases with penicillin brought to light the fact that 
chronicity or the presence of an eczematous type of 
eruption was the chief predisposing factor for an 
allergic skin reaction from this drug. 

Of 86 patients with uncomplicated acute infec- 
tious dermatoses (impetigo contagiosa, acute pyo- 
derma, acute furunculosis) receiving penicillin 
either internally or externally, only one patient 
showed an untoward effect. This was a dermatitis 


venanata from local use of the ointment. 
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Table 1 is a summary of the untoward reactions 
from penicillin when used in the treatment of 
chronic infectious dermatoses. A reaction rate of 
more than 30 per cent in this group cannot be con- 
sidered a coincidence. In this connection it was in- 
teresting to note that in a recent report on 100 penic- 
illin treated dermatologic cases, Cohen and Pfaff? 
list five sensitivity rashes, nevertheless they rec- 
ommend the use of the drug in all their tabulated 
infectious dermatoses. Close scrutiny of their five 
reactions discloses the following: One of five cases 
of sycosis barbae developed a dermatitis venanata 
from local applications; one of three cases of 
streptococcus-sensitization eczema developed a der- 
matitis venanata, and two of five cases of eczem- 
atoid dermatitis, developed reactions consisting of 
an acute exacerbation in one, and an acute general- 
ized vesicular dermatitis in the other. This reaction 


rate (four in thirteen) is strikingly similar to that 
in Table 1. 


Cases have been observed in which an eczem- 
atous reaction was precipitated by internal admin- 
istration of penicillin in a patient previously sensi- 
tized to penicillin externally and in which the mode 
of sensitization remained undetermined; but in 
which the generalized cutaneous eruption was pre- 
cipitated on different occasions by both the internal 
administration and, later, external application of 
penicillin. 


COMMENTS ON THE EXTERNAL USE OF PENICILLIN 


Experience has shown that the use of penicillin 
externally, in the form of an ointment or cream is 
of value only in the most superficial infections, 
i.e., impetiginous lesions. For deeper infections of 
the skin or mucous membranes, topical applications 
are probably of very limited value; furthermore, 
the treatment of superficial impetiginous infections 
with topical therapy of penicillin does not appear 
to be superior to the therapies that have been used 
heretofore. 


Although penicillin reactions from topical ther- 
apy in the acute dermatoses have so far been 
negligible, in the light of recent experience it is 
predicted that an increase in such reactions will 
occur as more and more of the population are 
treated with penicillin. Of even greater importance 
than cutaneous reactions from topical use of penic- 
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illin is the probability that this usage of the drug 
for minor ailments will sensitize a large number of 
individuals. Obviously, this is likely to prevent or 
complicate the administration of penicillin when it 
is critically needed for serious systemic or organic 
infections. 

With full appreciation of the potential hazard of 
sensitizing a patient to penicillin, and considering 
its questionable superiority over other drugs when 
topically applied, it is my belief that the use of 
penicillin externally should be limited to those pa- 
tients who are known fo be sensitive to other drugs. 

Penicillin is now available in the form of oint- 
ments, mouth washes, and lozenges as well as in 
forms for parenteral and oral use. I am certain 
that we shall soon see this drug incorporated in 
lotions, films, confections and first-aid dressings 
that will be available over the counter. The indis- 
criminate use of penicillin for local infections of 
the skin and oral mucosa is to be condemned on 
the following counts: (1) The uncertain and ques- 
tionable results as compared with formerly estab- 
lished remedies; (2) The potential hazard of sen- 
sitizing the patient to penicillin; and (3) The 
danger of precipitating an untoward reaction in a 
previously sensitized patient. 


SUMMARY AND CONCLUSIONS 


To date the frequency of cutaneous reaction to 
penicillin has been reported as 1 per cent to 2 per 
cent. 

The types of cutaneous reactions have been classi- 
fied into (1) urticaria and angioneurotic edema; 
(2) transient milaria-like eruptions; (3) erythema- 
nodosum-like lesions; (4) purpura; and (5) eryth- 
ematous, morbilliform and papulo-vesicular or 
bullous eruptions. Reactions have appeared regard- 
less of the route of administration—intramuscular, 
oral, inhalation, mouth washes or ointments. 

The reaction rate to penicillin in patients with 
chronic infectious or eczematoid dermatoses may 
be as great as 30 per cent. 

The value of topical therapy is questionable. 
This mode of therapy would seem to be indicated 
only in patients sensitive to the usual drugs, since 
the hazard of sensitizing a patient to penicillin is 


. now firmly established. 


For these reasons it is suggested that limitations 


TasBLe 1.—Chronic Infectious Dermatoses Treated with Penicillin 


Disease 
Sycosis Vulgaris 


Acne Varioliformis 


4 

1 

Impetigo Contagiosa—4-week duration 1 
2 


Impetigo Contagiosa with sulfonamide dermatitis 
Folliculitis, chronic 3 


Furunculosis, chronic 5 


Recalcitrant pustular eruption of hands and feet 


No. of Cases 


Reactions Type of Reaction 
1 Dermatitis venanata from local application 


Dermatitis venanata from local application 
Generalized eczematous eruption 
Acute weeping dermatitis 


Generalized eczematous eruption 


{ Erythemato-vesicular eruption 
Urticaria-angioneurotic edema 
{f Ecezematous reactions—2 


Urticaria-angioneurotic edema 
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be placed on the indiscriminate use of penicillin 
ointments, mouth washes, lozenges, and other such 
modes of application. 


6333 Wilshire Boulevard, Los Angeles, California. 
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Estrogen Treatment of Chronic Urethritis in the Female 


Freperick S. Howarp,* M.D., San Francisco 


Ff VERETT,’ in 1941, described a urethritis with 
severe symptoms but only mild signs occurring 
in association with senile vaginal atrophy and re- 
sponding readily to estrogen therapy. Independently, 
in the same year, Salmon, Walter and Geist® re- 
ported the relief of urinary symptoms, including 
stress incontinence, in post-menopausal women by 
parenteral or vaginal estrogen. In both publications 
emphasis is laid upon the proper selection of cases 
for estrogen therapy. Nearly identical criteria are 
enunciated: (1) severe urinary symptoms, prin- 
cipally frequency, urgency, urethral discomfort, and 
stress incontinence, are present with only minimal 
findings of the usual causes for them on urological 
and gynecological examination; (2) senile vaginal 
atrophy is present; and (3) there is usually slight 
eversion of the urethral mucosa which shows small 
areas of erosion and submucosal hemorrhage. 
While urethritis of purely senile origin is by no 
means rare, it is more common to see more com- 
plex urethral and vesical disease complicated by 
senile vaginal atrophy. The symptoms of chronic 
urethritis and trigonitis in the female are often 
difficult to relieve, and this is particularly true in 
the older age groups. Experience since 1943 in the 
treatment of 92 post-menopausal women with these 
conditions complicated by senile vaginal atrophy 
has shown that stilbestrol applied vaginally is a 
valuable adjunct to orthodox therapy in approxi- 
mately three-fourths of the cases. Occasionally, stil- 
bestrol alone will bring about complete relief; but 
in the presence of pyuria, bacilluria, chronic pro- 
liferative changes in the urethra, important degrees 
of relaxation of the pelvic floor, or other significant 
urinary tract pathology, the estrogen alone will fail 
completely or only partially relieve the symptoms. 


* From the Division of Surgery, Subdivision of Urology, 
University of California Medical School, San Francisco. 


On the other hand, symptoms persisting after the 
removal of these abnormalities by appropriate 
urologic or surgical treatment, can usually be alle- 
viated by treating a complicating senile vaginal 
atrophy. When vaginal estrogen is used concur- 
rently with orthodox local treatment to the urethra 
in the treatment of chronic proliferative urethritis 
complicated by senile vaginal atrophy, symtomatic 
relief is generally achieved more rapidly and with 
less untoward reaction. Although long periods of 
symptomatic relief may be produced by estrogen 
therapy, the use of these drugs can in no sense 
bring about permanently beneficial changes. In 
urethritis apparently exclusively of a senile nature, 
relapse occurs in from several weeks to several 
months after discontinuance of the medication, and 
a similar remission of symptoms may be produced 
by another course of the drug. Prolonged estrogen 
therapy is undesirable and unnecessary for pallia- 
tion. When estrogen is used together with orthodox 
local treatment, resultant cure is attributable to the 
urologic therapy rather than to the use of the estro- 
gen; although the latter frequently serves as an 
important adjunct in the healing of the pathologic 
process, it is in itself incapable of effecting perma- 
nent cure. 

It is not always necessary to treat senile vaginal 
atrophy to relieve the symptoms of chronic ure- 
thritis, nor is symptomatic improvement on estro- 
gen therapy an excuse for an incomplete urological 
examination. Recognition of urinary symptoms 
caused by estrogen deficiency is often of consider- 
able importance in the known presence of other 
diseases of the urinary tract; for example, four out 
of six patients with Hunner ulcer in this series ex- 
perienced marked relief of urinary symptoms of 
urethral origin from estrogen therapy although the 
ulcer itself was not influenced. Not infrequently, 
the symptoms from chronic cystitis of bacterial 
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origin may be reduced in intensity. In general, the 
urinary symptoms most apt to respond to estrogen 
therapy are, in this order: urethral discomfort, 
urgency, frequency, and stress incontinence. 

The diagnosis of senile vaginal atrophy is made 
by history and physical examination corroborated 
by vaginal smear stained by the iodine vapor 
method of Mack.® This consists of exposing a vag- 
inal smear dried in air to the vapors of fresh 
Lugol’s solution for two or three minutes; the 
smears are then graded according to the glycogen 
content of the cells. A fairly close approximation 
may be obtained more easily by flooding the slide 
with Gram’s iodine solution and reading it wet. 
This laboratory test is of value in grading the de- 
gree of estrogen deficiency and not infrequently 
will demonstrate estrogen sufficiency in postmeno- 
pausal women; it is most useful as a method of 
following the effects of therapy. It is not a sub- 
stitute for physical examination because of the fre- 
quent decrease in the glycogen content of vaginal 
epithelium in local infections of the vagina and in 
certain constitutional diseases such as tuberculosis 
and hypothyroidism (Mack®). 

Estrogen therapy in this series of cases has been 
almost exclusively the cyclical use of 1/10 milli- 
gram stilbestrol nightly in the form of vaginal sup- 
positories for 21 days followed by abstention from 
their use for seven days to prevent endometrial 
hyperplasia and withdrawal bleeding. Clinical im- 
provement is usually noted between the tenth and 
twenty-first day. The suppositories are continued 
cyclically for from two to four months, when they 
may be discontinued, since patients may then go 
several months before relapsing. If estrogenization 
fails to occur, a natural estrogen is used. Toxic 
effects are rare with this dose of stilbestrol and 
consist principally of withdrawal bleeding and of 
vaginal discomfort after use of the suppository. If 
bleeding occurs, the desired effect may be obtained 
by using a smaller dosage. The cause of the vaginal 
discomfort is not clear, but patients who experi- 
ence it are usually able to tolerate either stilbestrol 
ointment or a natural estrogen. Oral and parenteral 
estrogens have been used occasionally with less 
beneficial effect and more untoward reactions than 
with vaginal suppositories. Estrogens have been 
used reluctantly or not at all when there is a his- 
tory of carcinoma of the generative organs or 
breast or of preclimacteric menorrhagia. 

The rapid subsidence of urinary symptoms under 
estrogen therapy in the occasional case of urethri- 
tis of purely senile origin is sufficiently dramatic 
to tempt one to employ this agent on the basis of 
history and casual inspection alone. This practice 
is mentioned only to be condemned. While senile 
vaginal atrophy is extremely common, urinary 
symptoms on the basis of estrogen deficiency are 
much less often seen. It is also unnecessary, and 
often contraindicated, to treat senile vaginal atrophy 
whenever it exists in conjunction with disease of 
the urinary tract. A complete urological investiga- 
tion is a prerequisite to treatment directed at the 
relief of urinary symptoms. Major diseases of the 
urinary tract such as tuberculosis and carcinoma 
of the bladder frequently cause the identical symp- 
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toms of which individuals with only senile urethri- 
tis complain. The patient should be investigated for 
carcinoma and precancerous lesions of the genera- 
tive organs and breast. Finally, because of the pos- 
sible carcinogenic action of sterols, lengthy per- 
sistence in administration of estrogen without 
strong indications is inadvisable. 


MECHANISM OF ACTION OF ESTROGEN 


The mechanism of action of estrogens in reliev- 
ing urinary symptoms is not entirely clear. Salmon, 
Geist and Walter*® suggest that the female urethra, 
sharing a common embryological origin with the 
distal vagina and having a close anatomical rela- 
tionship with the vagina, is similarly influenced by 
estrogen. The histology of the female urethral 
epithelium is variable but resembles, in its distal 
portion at least, that of the vagina. According to 
Hinman,‘ the distal two-thirds of the female ure- 
thra is lined by squamous epithelium. Aschoff! 
noted considerable variation of the distribution of 
transitional, columnar, and squamous epithelium, 
stating that the latter is present at the meatus and 
extends for varying degrees inward. Petrowa et al.* 
made detailed studies of 45 normal female urethras 
obtained at autopsy, finding the entire urethra lined 
with squamous epithelium in 15 cases. When ure- 
thral and vaginal smears are made simultaneously 
and stained by the iodine vapor method, the ure- 
thral cells appear identical both in morphology and 
in glycogen content. The epithelium of the distal 
urethra participates in senile atrophy along with 
the vaginal epithelium, and as estrogen is supplied 
the improvement in the epithelium as demonstrated 
by smears is parallel. Vesical epithelium stains only 
faintly with iodine regardless of estrogen depriva- 
tion or sufficiency. It is probable that the most 
important action of estrogen therapy in alleviating 
the symptoms of women with chronic urethritis 
associated with estrogen deficiency is in improving 
the health of the squamous epithelium of the ure- 
thra, thus rendering it less sensitive to mechanical, 
chemical, and bacterial trauma. The improvement 
of the vaginal epithelium renders that organ less 
likely to serve as a focus for ascending urinary 
tract infection. The absence of urinary symptoms 
in many women with advanced senile vaginal and 
urethral atrophy is unexplained. 


SUMMARY 


1. Estrogen therapy, in the form of vaginal sup- 
positories of stilbestrol, is of value as an adjunct 
to the orthodox urological treatment of chronic 
urethritis associated with senile vaginal atrophy in 
three-fourths of the cases. 

2. Occasionally a purely senile urethritis occurs 
which responds to estrogen alone by a long period 
of symptomatic relief. 

3. This beneficial action is probably due prin- 
cipally to the direct effect of the estrogen upon the 
urethral epithelium. 

4. The importance of a thorough investigation 
of the patient, including complete urological exam- 
ination, before employing estrogen for a urinary 
complaint is emphasized. 
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The Present-Day Treatment of Asthma 
M. Coceman Harris,* M.D., Beverly Hills 


THE treatment of bronchial asthma remains much 

the same today as it was in 1931, namely, 
eradication of the cause—allergic, infectious, or 
both, as the case may be. When eradication is im- 
possible or inadvisable, separation of the patient 
from the specific’ allergic causes or immunization 
to them is indicated. In this connection it is still 
true “that a careful and painstaking history is essen- 
tial in every case of asthma, and the physical 
examination should include the investigation of 
those organs most frequently found to be a site of 
focus of infection. Laboratory measures should be 
employed freely.” 1” 

The concept that bronchial asthma may be due 
to a focus of infection is not as firmly settled as it 
appeared to be in 1931. Bacterial infection, it is 
now felt, may play a dual role. In one, it acts as a 
primary cause, either by virtue of an allergy to the 
bacteria involved or by other devices not so easily 
explained, while in the other role, bacterial infec- 
tion paves the way for sensitization or upsets 
allergic equilibrium.® It is not at all uncommon to 
find an acute and sometimes intractable attack of 
asthma following an upper respiratory infection, 
such as an ordinary cold, a mild paranasal sinu- 
sitis, or an attack of influenza. It well may be that 
in these cases we are dealing with an infectious 
type of bronchial asthma, and often a series of 
immunizing injections of a mixed catarrhal vaccine 
will serve to protect the patient from subsequent 
attacks. 

On the other hand there is a strong feeling today, 
on the part of allergists and rhinologists alike, that 
these infections, particularly those of the paranasal 
sinuses, are secondary to the abnormal condition 
of the allergic nasal structures and that, once estab- 
lished, sinus infection and polyposis support the 
allergic manifestation. The value of sinus opera- 
tions in cases of bronchial asthma in which sinu- 
sitis exists is still open to question. Clinical ex- 


*From the Department of Allergy, White Memorial 


Hospital, Los Angeles. 


perience indicates conservatism except in marked 
cases of pansinusitis, or where the general health 
of the patient is being disturbed. The advent of 
penicillin has resulted in its employment in sinu- 
sitis by inhalation as an aerosol. In some patients 
with severe asthma, relief from persistent bronchial 
spasm followed the clearing of infection in the 
sinuses by this means.” 

In the present-day treatment of asthma, all 
infectious processes in an asthmatic should be 
cleared up as far as possible, and every measure 
instituted to improve the hygienic condition of the 
patient. No case can be said to have been thor- 
oughly investigated by an allergist unless this is 
done at the outset. One thing that is most provok- 
ing to allergists is the attitude on the part of a 
portion of the laity and some of the medical pro- 
fession that all an allergist does or needs to do in 
an allergic investigation is a series of skin tests. 
The present-day treatment of asthma will fall far 
short of its goal if that is all the allergist does or 
is presumed to do. 


LITTLE ADVANCE IN SKIN TESTS EVALUATION 


The evaluation of skin tests today is similar to 
that of 15 years ago. No particular advance has 
been observed. A positive reaction by scratch or 
intradermal method to inhalants, epidermals or 
pollen still possess a fair degree of reliability. How- 
ever, food reactions, except in children, in the 
opinion of the author, are still open to doubt and 
unless transferable should be corroborated by 
clinical trial. Though skin tests still remain a 
valuable instrument in the hands of an allergist, 
they are not to be used to the exclusion of an over- 
all picture of the patient from a medical point of 
view in which due regard is paid to physical, 
organic, and psychological findings. 

In recent years, an old theory and one that most 
of us considered long ago discarded, namely, that 
bronchial asthma is a form of neurosis, has been 
renewed.!516 Some psychologists are boldly assert- 
ing that if only an asthmatic can be made to talk 
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out his inner anxieties, conflicts, angers, woes and 
desires, his asthma will disappear. Asthma, they 
contend, is merely a psychogenic manifestation of 
environmental influences and circumstances. In 
most instances, they claim, it is a definite psychosis. 
Without going into a prolonged discussion of 
this phase of the subject it is sufficient to state that 
most clinicians have long realized that emotional 
upsets may disturb the allergic balance and by do- 
ing so, in some cases, instigate an asthmatic attack. 
Since the physiological influence of emotions on 
adrenalin secretion, heart rate, peristalsis, and other 
organic functions of the body is well known and 
recognized, it is not surprising that that influence 
should also be sufficient to produce an attack of 
dyspnea. In very few instances, however, is such a 
disturbance the primary cause of an initial attack. 
Bronchial asthma with its distressing dyspnea, and 
the anxiety it causes, is very likely to affect the dis- 
position and temperament of a patient as well as 
cause his family concern. These aspects must be 
taken into consideration in treatment. Over-anxiety 
of parents, a patient’s inner rebellion against the 
chronicity of the disease, as well as other psycho- 
logical factors may well result in secondary spasms. 
The effect of asthma on the personality of a child 
or adult, therefore must be treated systematically 
and together with the allergic or infectious angle. 


USEFUL DRUGS IN ASTHMA 


Drugs used in the symptomatic treatment of 
bronchial asthma in 1931 remain in good usage 
today. Epinephrine 1-1000 by hypodermic injec- 
tion is the most valuable drug for acute paroxysms. 
Ephedrine sulfate, orally, is extremely useful in 
preventing, aborting and relieving seizures, while 
potassium iodide is one of the favorite drugs to 
help liquefy the tenacious mucous plugs in an old 
case of bronchial asthma. Such measures as the 
use of peptone, typhoid vaccine, milk or tuberculin, 
ultraviolet exposures, x-ray and the administration 
of calcium, which were recognized 15 years ago to 
give no constant or consistent therapeutic effects, to- 
day, for all practical purposes, have been discarded. 

Epinephrine 1-100 by inhalation for relief of 
asthmatic paroxysms was first used only a little 
more than ten years ago.'!!* Since then, it has 
been employed extensively and with great benefit. 
A special nebulizer capable of producing a very 
fine spray is required. The patient is instructed to 
synchronize his inspirations with pressure on the 
bulb of the nebulizer. Only a few inhalations are 
necessary for relief, which usually is instantaneous. 
Epinephrine 1-100 is simple to use. The outfit can 
be carried around in the patient’s pocket or in a 
purse. Inhalations may be repeated every hour or 
less and there is an almost complete absence of 
side effects. 

In order to increase the effectiveness and pro- 
long the action of epinephrine 1-1000 subcutane- 
ously, epinephrine in oil administered intramuscu- 
larly has come into common usage. One of the 
latest slowly absorbing epinephrine solutions to be 
recommended is one in which the epinephrine base 
is suspended in a mixture of peanut oil, anhydrous 
wool fat, and. white wax to which is added ascorbic 
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acid. The use of a slowly absorbed epinephrine 
solution in addition to the employment of epineph- 
rine 1-1000 subcutaneously results in an increased 
prolongation of the free interval between attacks. 
However, care must be exercised in the use of oil 
solutions since not infrequently instances of allergic 
reactions to the oil occurs. 

Aminophylline intravenously and rectally is an- 
other addition to the allergist’s armamentarium 
against bronchial asthma. Orally, aminophylline is 
most effective when combined with ephedrine, 
where it seems to possess a synergistic action. 
Intravenously, it is used in doses of 0.25-0.5 gm. 
(334-714 gr.). The smaller dose should be used 
first, and then if no relief is obtained the larger 
dose may be employed. Rectal suppositories of the 
drug have been successful in many cases of severe 
intractable bronchial asthmas in doses of 0.5 gm. 
(714 gr.) combined with sodium phenobarbital. 

Aminophylline probably acts directly upon the 
bronchial musculature, the drug causing a relaxa- 
tion of the spastically contracted circular muscle, 
thus re-establishing the normal diameter of the 
bronchi.!® Prescribed night and morning, it may 
keep many an asthmatic free from paroxysms. 

In status asthmaticus glucose administered in- 
travenously often yields encouraging results. Fifty 
cc. of 50 per cent glucose solution is advised. Often 
5 per cent glucose intravenously gives equally 
good results. The benefits of it may be due to the 
replacement of glycogen driven from the liver by 
excessive use of epinephrine, or may be due to the 
fact that patients with asthma and hay fever fre- 
quently have a lowered fasting blood sugar and an 
increased sugar tolerance.® 

Some years ago the author!® reported the use of 
intratracheal instillations of iodized oil in bron- 
chial asthma. The results in 50 cases of intractable 
asthma in which every other method of treatment 
had been employed previously, seemed to justify 
a report of its effectiveness. Two years later, Fuchs’° 
reported a case of spontaneous pneumothorax in 
an asthmatic patient treated with iodized oil, and 
Moore?® reported a case of acute iodism and also 
a case of broncial pneumonia occurring during 
employment of it. 

Although no untoward reactions with the use of 
iodized oil intratracheally have been experienced 
by me, the reports of these men and of others 
have led me to conclude that the procedure is not 
without danger and should be employed only when 
all other measures have failed. In all. probability, 
the improvement following use of it is due almost 
entirely to the mechanical effect of the oil in wash- 
ing away mucous plugs and viscid secretion in the 
bronchi. 


USE OF HELIUM 


The use of helium as a new therapeutic gas in 
obstructive dyspnea was introduced by Barach in 
1934.3 In 1938, Barach and Cromwell‘ described 
the physical basis for the employment of helium 
in the treatment of asthma. Since then, it has be- 
come an accepted method of treatment where 
mucous plugs are interfering with the movement of 
air through the bronchial tubes. Since the velocity 
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of movement of gas through a constricted orifice 
is inversely proportional to the square root of the 
density of the gas, the pressure required for the 
movement of an 80 per cent helium-20 per cent 
oxygen mixture is almost one-half that required 
for air or for oxygen alone.5 The use of helium- 
oxygen unfortunately is restricted because of ex- 
pense and in some communities because of diffi- 
culty in obtaining it. The best method of admin- 
istration is by means of a special tent designed 
for the purpose, although it may be inhaled from 
a tank using a B.L.B. mask. In chronic asthmatics 
it is particularly useful. 
EXPERIENCE WITH ANTIHISTAMINIC DRUGS 

The most recent advent in the therapy of bron- 
chial asthma is the use of antihistaminic agents, 
Beta-dimethylaminoethyl, Benzhydryl Ether, Hy- 
drochloride and Pyridil-N’benzyl-N’dimethylethy- 
lene-diamine Hydrochloride, marketed under the 
trade names of benadryl and pyribenzamine. The 
lay press was quick to grasp the importance and 
significance of these drugs and, as often happens 
«n instances of this sort, was responsible in a great 
measure for the exaggeration of the usefulness of 
them. Though it is undeniably true that these drugs 
are of great symptomatic importance in the treat- 
ment of many allergies, very particularly the der- 
matological allergies, it is equally true that they 
have many deficiencies. In bronchial asthma, re- 
ports of their value are mixed. Eyermann,’ for 
example, claims 65 per cent good results, while 
Feinberg® states that in 50 cases of asthma, mainly 
of the perennial type and etiology, definite relief 
of symptoms was observed in only 12 per cent. 
Some observers state that asthma is not benefited 
by benadryl at all. 

The release of histamine or a histamine-like sub- 
stance has long been held by some investigators 
to be responsible, if not in whole then in part, for 
most allergic symtomatology. Further, it has been 
held that the common denominator of the allergic 
diseases, and of some diseases not now recorded 
as allergic, is an underlying problem of edema 
provoked by the local release of histamine or a 
histamine-like substance. 

With this conception in mind, treatment with an 
antihistaminic agent is entirely consistent and if 
histamine were the only deleterious result of the 
allergic reaction this type of therapy should work 
admirably. We should get one hundred per cent 
results. However, it is evident that there are other 
factors involved, and complete relief from all symp- 
toms with antihistaminic agents is exceedingly 
rare. At best, the results are but temporarily 
palliative. This is true of pyribenzamine as well as 
benedryl. With pyribenzamine, Arbesman and his 
associates! found benefit in 46 per cent of their 
seasonal cases and 37 per cent of the chronic type. 
Feinberg® in 121 patients with asthma or allergic 
cough reports 34 (or 28 per cent) actually bene- 
fited, but goes on to say that “the practically com- 
plete and rapid relief of the asthmatic attack ob- 
tainable from the use of epinephrine hypoderm- 
ically was not noted with that of pyribenzamine 
orally. Where relief was present it was usually 
moderate.” 
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The author’s experience with antihistaminic 
agents in a small series of cases of bronchial 
asthma has not been even as promising as those 
quoted above. In 35 cases of perennial asthma, in 
which all other treatment was temporarily sus- 
pended in order to give pyribenzamine a fair trial, 
only eight patients reported improvement, and in 
three of the eight the report of the improvement 
was dubious. In none was complete relief and 
freedom from attacks attained. Benadryl was used 
in 25 cases in similar manner and five of them 
reported improvement. All these patients stated 
that at one time or another even while using the 
drug they had tightness of the chest and some 
dyspnea. 

It may be concluded, then, that although bena- 
dryl and pyribenzamine are valuable drugs for 
occasional temporary relief in bronchial asthma, 
they cannot be depended upon for complete relief, 
nor can they be depended upon to work in every 
case. Their value is further handicapped by such 
side effects as drowziness, vertigo, nausea, tech- 
cardia, and weakness almost to the point of col- 
lapse. It is true they have crystallized our concept 
of the importance of the release of histamine in 
causing symptomatology in allergic reactions, but 
what effect long continued and repeated use of the 
drug may have is yet to be determined. 


SUMMARY 


The specific treatment of bronchial asthma con- 
sists of eradication of the cause, allergic, infectious 
or both as the case may be. When eradication is 
impossible or inadvisable, separation of the patient 
from the specific allergic causes, or immunization 
to them, is indicated. To arrive at the primary 
cause of bronchial asthma requires a careful and 
complete investigation, using not only skin tests, 
valuable as they are, but also keen perceptive 
powers and a scrutinizing physical examination 
which must be complete and thorough. This point 
is stressed most strongly. 


Operative procedures on the paranasal sinuses 
for accompanying sinusitis should be performed 
only if strong indication exists for operation. 
Where pansinusitis exists, the infection and infec- 
tive process should be removed, but extreme care 
should be taken in assuring a patient that this 
will be an end to his attacks. All too often such 
promises are unfulfilled. The advent of penicillin 
aerosol therapy in paranasal sinusitis represents an 
advance that at this time appears impressive in 
clearing up many cases of infectious sinusitis and 
consequent attacks of asthma. 

The psychological effects of bronchial asthma on 
an individual should not be ignored, but instead 
studied and corrected in order to decrease the 
severity of attacks and the frequency of them. 

For acute attacks of asthma nothing surpasses 
epinephrine 1-1000 subcutaneously. In prolonged 
attacks epinephrine may be repeated, and in addi- 
tion such drugs as aminophylline intravenously or 
rectally, helium and oxygen by inhalation, and 50 
cc. of 50 per cent glucose intravenously are help- 
ful. The inhalation of epinephrine 1-100 is of in- 
estimable value in many cases for it may give 
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almost immediate relief, while orally ephedrine 
sulfate is still useful in preventing attacks. Epi- 
nephrine in oil administered intramuscularly pro- 
longs the action of the drug. Potassium iodide is 
still helpful in liquefying tenacious mucous plugs. 
Iodized oil instillations should be employed only 
as a last resort. 

The popular antihistaminic agents, benadryl and 
pyribenzamine should be used with caution. In 
bronchial asthma, especially the perennial type, 
they do not appear to be as valuable as in other 
allergic conditions. The side effects are very dis- 
turbing and limits the use of them. 


REFERENCES 


1. Arbesman, C. E., Keepf, G. F., and Miller, G. E.: 
Some Anti-anaphylactic and Anti-histaminic Properties of 
N’Pyridil-N’Benzyldimethylethylenediamine Monohydrochlo- 
ride (Pyribenzamine), J. Allergy, 17:203, 1946. 

2. Barach, A. L.: Treatment of Intractable Asthma, J. 
Allergy, 17:352, 1946. 


3. Barach, A. L.: Use of Helium As a New Therapeutic 
Gas, Proc. Soc. Exper. Biol. & Med., 32:462 (Dec.), 1934. 


4. Barach, A. L. and Cromwell, H. A.: Recent Advances 
in Oxygen and Helium Therapy, with Special References 
to the Treatment of Bronchial Asthma, M. Clin. North 
America, 24:621 (May), 1940. 

5. Barach, A. L.: Repeated Bronchial Relaxation in the 


Treatment of Intractable Asthma, J. Allergy, 14:296 
(May), 1943. 


PRESENT-DAY TREATMENT OF ASTHMA 


357 


6. Black, J. H.: Blood Sugar in Allergic Patients, Texas 
State J. Med., 29:257 (Aug.), 1933. 

7. Eyermann, C. H.: Clinical Experience with a New 
Anti-histaminic Drug, J. Allergy, 17:210, 1946. 

8. Feinberg, S. M.: Allergy in General Practice, The 
Year Book Publishers, Inc., 1946. 

9. Feinberg, S. M.: Histamine and Anti-histaminic 
Agents, J.A.M.A., 132:702 (Nov. 23), 1946. 

10. Fuchs, A. M.: Spontaneous Pneumothorax in an 
Asthmatic Patient Treated with Iodized Oil, New York 
State J. Med., 39:791 (April 15), 1939. 

1l. Graeser, J. B. and Rowe, A. H.: Inhalation of 
Epinephrine for the Relief of Asthmatic Symptoms, J. 
Allergy, 6:415 (July), 1935. 

12. Harris, M. C.: The Present-Day Treatment of 
Asthma, Med. J. and R. (Dec. 2), 1933. 

13. Harris, M. C.: The Treatment of Bronchial Asthma 
by Intra-tracheal Iodized Oil Instillations, Med. Rec. (Feb. 
3), 1937. 

14. Kennedy, A.: Adrenaline-ascorbate Suspensions in 
Bronchial Asthma, Lancet., 2:279 (Sept. 6), 1941. 

15. Leavitt, H. C.: Bronchial Asthma as Neurosis Mani- 
festation in Dementia Praecox, Illinois Psychiat. J., 2:44, 
1942. 

16. Leavitt H. C.: Bronchial Asthma ‘in the Functional 
Psychoses, Psychosom. Med., 5:39 (Jan.), 1943. 

17. Matzger, E.: Epinephrine by Inhalation for Relief 
of Attacks of Bronchial Asthma, California & West. Med., 
43:226 (Sept)., 1935. 

18. Moore, M. W.: Iodized Oil in the Treatment of 
Bronchial Asthma, Northwest. Med., 28:35 (Feb.), 1939. 

19. Young, R. and Silbert, R.: The Use of Theophylline 
with Ethylendiamine (Aminophillin) for the Control of 
Bronchial Spasm, J. Allergy, 12:235, 1941. 





Vol. 66, No. 6 


Fracture of the Olecranon Process Due to Muscle Pull 


With the Forearm in Hyperextension 


A. Waxman, M.D., ano H. GesHein, M.D., Los Angeles 


HE CAUSES of fracture of the olecranon as 

noted in the literature are (1) Direct violence 
such as a fall on the point of the elbow or a direct 
blow to the olecranon; (2) Indirect violence such 
as a fall on the outstretched hand with the elbow 
in flexion while the biceps is strongly contracted; 
(3) Combination of direct and indirect violence, 
i.e., both muscle pull and direct violence acting 
together. 


MacAusland® in 1928 stated that the majority of 
these fractures were due to direct violence, a fall 
upon the elbow being the most frequent cause. Ot 
the 48 cases reported by Daland! in 1933, only 36 
had data on the type of injury. And of these 36, 
four were due to direct blow to the olecranon; ten 
fell from a height; eight fell from moving bicycles 
or autos; 17 received injuries by falls to the floor, 
street or ice. It was not certain how many actually 
fell on the outstretched hands and how many 
struck the elbow directly. Watson-Jones!*® in the 
third edition of his textbook states that fractures of 
the olecranon, like fractures of the patella, are “due 
to the opposing strains of sudden forcible flexion 
of the joint against the resistance of a strong 


muscle. The olecranon process is pulled away by the 
triceps.” 

Scudder’ gives as the cause of fracture of the 
olecranon, a direct blow upon the olecranon to- 
gether with violent muscular contraction of the 
triceps. Perkins”® stated that these fractures are 
due to direct violence, a fall on the point of the 
elbow and indirect violence caused by forcible 
flexion of the elbow while the triceps is strongly 
contracting; this latter type of fracture happens as 
the result of a fall. 


None of the foregoing mention fractures of the 
olecranon due to muscle pull with the forearm in 
hyperextension. In a careful search of the literature 
in American medical journals from 1916 on, in 
four instances only was mention made of hyper- 
extension as one of the causes. Kellogg Speed" 
states that 0.85 per cent of all fractures involve 
the olecranon. He is of the opinion that 70 per cent 
of olecranon fractures are caused not by direct 
violence but by “a sudden increase in tension of 
the pull of the triceps tendon.” As unusual causes 
he states that “muscular action by contraction of 
the triceps has caused this fracture by over-exertion 


Figure 1.—Roentgenogram shows fracture of the tip of the olecranon process as described in the text. 
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in throwing a ball or other object. Hyperextension 
of the forearm may also cause fracture of the 
olecranon because of the fact that the tip of the 
process impinges against the olecranon fossa of the 
humerus.” Of Eliason’s* 138 cases, the majority 
were due to direct violence. The list included falls 
on the elbow, auto, motorcycle and trolley accidents, 
athletics or direct blows to the elbow. He does not 
elaborate on the causes due to athletics. One case 
was due to a severe pull at the elbow. He says that 
“cases are reported when the beak of the olecranon 
has been broken by hyperextension.” 


Acording to Key & Conwell* the most common 
mechanism is a fall on the semi-flexed and supi- 
nated forearm. “As the hand strikes the ground, the 
muscles are tensed to break the fall and the power- 
ful triceps snaps the olecranon over the lower end 
of the humerus which acts as a fulcrum.” In their 
opinion the next most frequent cause is direct 
trauma. Hyperextension is given as a rare cause 
of fracture of the olecranon; the most rare cause by 
muscular violence as in throwing. 


Vanstane”! in 1940 cited a specific case of an in- 
complete fracture of the olecranon due to hyper- 
extension in a bowler. 


CASE REPORT 


A professional boxer, negro, age 22 years, came under 
our care on August 20, 1946, with the history that on or 
about the first of the year while engaging in a boxing 
match he had injured his left elbow. He stated that he 
jabbed with his left hand, using “plenty of power.” His 
opponent ducked and the patient struck “air.” He experi- 
enced immediate sharp pain at the tip of the left elbow. 
He did not receive medical attention and for one month 
following this match he refrained from boxing because of 
pain in the left elbow. Since then he had engaged in four 
professional matches, during which he experienced pain 
only on complete extension of the elbow. Examination 
showed no swelling or atrophy at the elbow joint; exten- 
sion, supination and pronation were complete and free of 
pain; flexion, however, was incomplete to 122 dgerees, 
whereas that of the right elbow was 135 degrees. Slight 
tenderness was noted over the tip of the olecranon. Radio- 
graph taken on August 20, 1946, showed a fracture of 
the tip of the olecranon process of the left ulna; the frag- 
ments were in good position with slight separation and 
callus formation. Treatment consisted of physical therapy. 
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Re-check radiograph taken on November 15, 1946, was 
substantially the same. Clinically there was complete heal- 
ing with complete motion of the elbow joint, no pain or 
tenderness. 


CONCLUSION 


1. Fracture of the olecranon process occurs 
either as a result of direct or indirect violence or a 
combination of both. 


2. In the indirect type, the fracture occurs with 
the forearm in flexion, the fracture being due to 
violent muscular contraction of the triceps. 


3. A case is presented of a rare cause of fracture 
of the olecranon, namely, muscle pull with the fore- 
arm in hyperextension. 


4. Separation of the fragments is slight and 
complete healing apparently took place by fibrous 
union with perfect functional results. 

810 South Spring Street, Los Angeles. 
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Neurological Complications to Treatment 
With Rabies Vaccine 


Francis H. REDEWILL, Jr., M.D., Whittier, anv LAURENCE J. UNDERWoop, M.D., Huntington Park 


MAY physicians have been confronted with 
the problem of deciding when or when not to 
give a child bitten by a dog the series of anti-rabies 
vaccine injections. Fortunately, often the child or 
adult has been bitten by a family pet or neighbor’s 
dog during a playful tussel. But what about the 
stray dog or cat, especially when it is subsequently 
not located for study by the health department? 
The wound site, depth, degree of tissue injury, and 
the time interval between the bite and its proper 
cauterization are the primary factors first to be 
considered. If in our judgment there is a chance 
of rabies developing, we proceed with the series of 
subcutaneous injections of rabies vaccine. However, 
some physicians have had or have read about local, 
central nervous system, or generalized reactions to 
the vaccine that may make them hesitate to initiate 
the series. For these and other reasons they may 
err in hazarding the patient’s health by withhold- 
ing the vaccine treatment because of lack of knowl- 
edge of the facts about rabies vaccine reactions. 


Just what are the dangers in vaccine treatment 
against rabies? Have there been many cases here 
or elsewhere of complications to treatment? If so, 
how do these dangers compare with the chances of 
getting rabies? These and many other related ques- 
tions prompted us to survey the files of the Los 
Angeles County Hospital of cases of rabies treat- 
ment reaction admitted over the last five years and 
report the findings on these cases and those from 
the literature to date. 

In the five years, 1940 to 1945 inclusive, we 
found cases of complications of rabies vaccine 
treatment admitted to the contagious disease unit 
of the Los Angeles County Hospital. All five 
cases presented mainly a neurological clinical pat- 
tern and were true examples of complications due 
entirely to treatment with rabies vaccine. All five 
cases recovered.* 


1. Incidence, Morbidity and Mortality 


California is one of the leading states in the na- 
tion in incidence of animal rabies. The California 
State Department of Public Health Bulletin (June, 
1946) reports a total of 911 cases of animal rabies 
in the state in 1944, and 581 in 1945. In 1944 Cali- 
fornia had almost 10 per cent of the total reported 
animal rabies cases in the country with only Texas 
and Louisiana reporting more cases. Of California’s 
911, Los Angeles County in 1944 had 730 cases, 
80 per cent of the state’s total or approximately 7 
per cent of all the animal rabies cases in the United 
States! 

During the five-year period covered by this paper 
(1940-1945 inclusive), in Los Angeles County 
there was a total of 2,167 cases of animal rabies 
reported with 2,389 people receiving the Pasteur 


treatment by the Los Angeles City and County 
Health Departments. Two of our cases* came from 
the health departments, representing an incidence 
of severe complications among this group of one 
per 1,194. If this is at all representative it is higher 
than that reported previously where incidence of 
complications varies from one per 3,688 treated 
(0.027 per cent)®® to one per 6,250 treated (0.016 
per cent),° with one author reporting an incidence 
as high as one per 1,200 (0.083 per cent) .* 

In Los Angeles County there were three human 
rabies deaths during this five-year period. 


As McKendrick points out, we should never 
withhold treatment due to fear of complications to 
rabies vaccine. In 1934 he reviewed 69,541 case 
histories of people who had received Pasteur treat- 
ment after being bitten by animals known to be 
rabid, and he found a mortality rate of 0.23 per 
cent in contrast to the expected mortality rate of 
16 per cent in those bitten by a rabid animal with- 
out receiving treatment. Among those with compli- 
cations of rabies vaccine treatment, the mortality 
varies from 10 per cent to 16 per cent. 


2. Types of Complications 


Horack* in one of the most thorough studies of 
rabies vaccine complications has classified the re- 
action into six groups, as follows: 

1. Generalized urticarial rash. 2. Delayed, tuber- 
culin type reaction at the site of injection. This is 
the commonest. 3. Similar to 2, but more severe 


“with accompanying fever, headache, nausea, and 


generalized lympadenopathy. Such cases are prone 
to develop paralytic complications. 4. Simple neu- 
ritis, usually transitory, involving the cranial, espe- 
cially facial, or peripheral nerves. 5. Dorsal-lumbar 
myelitis usually occurring in the second or third 
week of Pasteur treatment with a low mortality 
rate and complete recovery the rule. 6. Landry type 
of ascending paralysis with sudden onset; one-third 
of these cases develop bulbar paralysis resulting in 
death. 

Bassoe and Grinker! reported a disseminated 
encephalomyelitic type distinct from the six groups 
mentioned above. Rarely encephalitis may occur 
alone. The incubation period usually varies from 
ten to seventeen days after initiating treatment, but 
it can be prolonged to four months. 

In general, the more severe cases appear earlier 
than the mild ones.® 


3. Etiology 


Complications may develop in persons never bit- 
ten by a rabid animal or exposed to rabies, but 


*One case that was admitted since this was written, 
age two years, died. It will be reported in another paper. 





June, 1947 


who have merely been given Pasteur treatment; in 


other words, it is evident that treatment alone can 
be responsible. Complications occur in either sex, 
and at any age, but less frequently in children and 
older people. The more intensive the treatment, the 
more likely reactions are to occur. The etiological 
factor is controversial,'* 1*-13 with the type of vac- 
cine as the focal point of discussion. Many physi- 
cians believe the reactions occur as a result of 
anaphylactic™ or allergic action.* 


According to Bassoe and Grinker’ the patho- 
logical studies suggest that vaccinal lesions repre- 
sent an attenuated rabies virus disease caused by 
the vaccine; toxic reactions occur in the ganglion 
cells without Negri bodies ever being found. 


The type of vaccine used in the Pasteur treat- 
ment bears a direct relationship to the paralytic 
complications, according to Bassoe and Grinker, 
with the greatest number of accidents occurring 
with large doses of fresh virus; the lowest occur- 
ring with the carbolyzed virus vaccines, the usual 
preparation used today.* 1° It is possible that the 
fixed virus is the real etiological agent, since in a 
few cases the fixed virus has been recovered from 
the spinal cord.® 


At the Pasteur Institute it is believed that over- 
exertion during treatment is significant in pre- 
cipitating neurological complications. 


4. Review of Cases 


This series of cases with central nervous system 
involvement following rabies vaccine includes five 
different clinical entities. Encephalitis alone, en- 
cephalitis with spinal involvement as well as one 
with pure spinal cord manifestations are included. 
(See Table 1.) The number of injections of rabies 
vaccine ranged from 4 to 22 before onset of symp- 
toms. All cases had daily injections as shown on 
the chart except case 4 who received two daily 
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except for the first and last day, when only one 
was given. This case and case 3 were the only two 
bitten by a dog known to be rabid. In the other 
cases the animal was not found, so no chances were 
taken and prophylactic injections were given. Cases 
2 and 3 were terminated because of the onset of 
symptoms. No reason was given as to why the phy- 
sician stopped at eight injections on case 5. All 
cases were admitted to the Communicable Disease 
division after the onset of neurological symptoms 
following treatment given outside the hospital. 

In Table 2, all cases showed spinal fluid pleo- 
cytosis with a complete lack of correlation between 
severity of clinical course and the maximum num- 
ber of cells present. One case had a rapid onset 
with coma on entry to the hospital, followed by a 
stormy course with the maximum number of five 
cells, while the next most severe case in the series 
had a maximum number of fifteen cells on repeated 
spinal fluid examinations. Case 1, running a rela- 
tively mild clinical course, had the largest number 
of cells. Lymphocytes were the predominating cells 
found; the Pandy test ranged from negative to 3 
plus, and it, too, was unrelated to the severity of 
clinical symptoms. 

The symptoms in Table 3 were those usually 
attributed to central nervous system involvement, 
such as headache (five cases), stiff neck (two 
cases), muscle spasm, urinary retention (two 
cases), paraesthesias, and, in one case, difficulty 
in walking. Table 3 shows the main clinical find- 
ings to consist of muscle spasm of the back or neck, 
reflex changes, urinary retention, muscle weakness 
of varying degree, and vague sensory changes, the 
latter two usually being limited to the lower ex- 
tremities. Fever usually remained under 102.5°F. 
with the exception of case 3 (complicated by pneu- 
monia) and case 5, given shock therapy. These 


TABLE 1.—Times of Onset and Treatment of Complications 


Case No. of 
No. Diagnosis Injections 


. Encephalomyelitis 21 


Day of Onset 


. Meningomyelitis q 12 


. Encephalitis 


. Transverse myelitis 


. Meningo-encephalitis 


After First Injection 





Result When 
Discharged 


Improved 


Age and 
Sex 


17F 
15M 


Treatment 


Symptomatic 
Prostigmine Recovered 
Vtamin Complex 


Stimulants 
I.V. Glucose 
Oxygen 
Sulfamerazine 
Prostigmine 


40F Improved 


Symptomatic Improved 


Typhoid “Shock” 
Therapy 


Improved 





TABLE 2.—Spinal Fluid Findings 


Case 


No. Diagnosis 


1 

2. Meningomyelitis 
3. Encephalitis 5 (Lymphs) 
4. Transverse myelitis 
5 


. Meningo-encephalitis 


Maximum Cells (Cmm.) 
p  OINRIOUNI OMENS 6 ook ccc cceceescccte 230 (Lymphs Predominant) 83 


28 (98% Lymphs) 


13 (Lymphocytes) 





Maximum 
Protein 
mg. % 


Maximum 
Pressure 
in mm., Water 


240 
250 


Pandy 
2+ 
43 Neg. 
55 Trace 


65 Trace 


15 (Lymphocytes Predominant) 57 3+ 
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cases follow the general clinical pattern of those 
reported in the literature. 

The treatment and course (Table 1) were mainly 
symptomatic, with gradual improvement. One case 
required treatment for urinary retention while an- 
other remained in coma four days after entry to 
the hospital and therefore was given typhoid vac- 
cine shock therapy. The latter case (5) recovered 
following four intravenous injections of typhoid 
vaccine given two days apart in increasing doses of 
100 million, 250, 500 and 1,000 million, respec- 
tively. 


5. Case History (Case 2) 


A 15-year-old Caucasian male was admitted to 
the hospital, with the chief complaints of urinary 
retention; numbness and tingling of the feet; diffi- 
culty in walking; a stiff back of approximately five 
days’ duration, and a stiff neck for two days. 

Four weeks previously the patient had been bit- 
ten in the right hip and left elbow by a stray dog 
and the wounds were cauterized about ten minutes 
later at the city emergency hospital. Since the dog 
remained undetected, the patient was given Pasteur 
treatment by the health department, starting two 
and a half weeks before entry, or ten days after 
the dog bite. He received 13 consecutive daily in- 
jections. Injections had been discontinued five days 
before entry because of the onset of the above 
symptoms. 

The salient physical finding on admission in- 
cluded: temperature of 100°F. rectally; moderately 
severe neck and back stiffness and abdominal 
rigidity; paresthesias and hypesthesias from the 
upper abdomen (T-7) down to the mid thigh (L-2 
and 3), abnormal reflexes, including absent abdom- 
inals and positive right Babinsky. There.was muscle 
spasm in the back, neck, and hamstrings with some 
lumodorsal scoliosis to the left, and tenderness in 
the trapexius muscle which persisted for a week 
after entry. The patient had to be catheritized be- 
cause of urinary retention for two days after ad- 
mission, after which he voided voluntarily. The 
temperature never rose above 99°F. (oral). 
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The laboratory results were: The blood count, 
urinalysis, blood Kahn and Wasermann were nega- 
tive. The bacteriological and chemical analysis of 
the spinal fluid was negative. The hydrodynamics 
of the spinal fluid were also negative with clear 
fluid obtained with 28 cells found per cu. mm., 98 
per cent of which were lymphocytes. The Pandy 
test was negative. 

The treatment was symptomatic, including high 
supplementary vitamin intake, especially of the B- 
complex. Fifteen mg. of prostigmine bromide was 
given in each of three injections in the first 48 
hours to stimulate micturition. 

The course in the hospital was uneventful, with 
gradual recovery znd relief of the main symptoms 
and neurological signs. The patient was discharged 
with the diagnosis of post-rabies vaccinal meningo- 
myelitis nine days after entry, condition improved. 


6. Discussion 


One of the conditions most commonly confused 
with these cases was anterior poliomyelitis which 
was usually an entering diagnosis to be ruled out. 
The onset a short time after initiating Pasteur treat- 
ment forms the main differential feature favoring 
the diagnosis given in the above cases. Rabies it- 
self, sometimes feared to be present at the onset, 
is ruled out principally by the clinical course; also 
the incubation period in cases complicating rabies 
vaccine treatment is usually between ten and seven- 
teen days, that ‘of rabies three to eight weeks. 

The leading pharmaceutical companies that dis- 
tribute the so-called Semple type of vaccine or its 
modifications, dispense a carbolized killed vaccine 
made from rabbit inoculated brain and cord sub- 
stance. Fourteen daily subcutaneous inoculations of 
Semple type carbolized virus vaccine is the recom- 
mended dose for the average case with two injec- 
tions daily for 14 days in the more severe cases 
such as dog bites of the head. There are no contra- 
indications to treatment. Luetics and alcoholics, 
however, should be kept under ‘close observation. 

Horak found that the more severe reactions 
occurred often in people with allergic history (87.5 


TABLE 3.—Clinical Features 


Case 
No. 
1. Encephalomyelitis 


Symptoms 
+ +e+eHeadache 


2. Meningomyelitis ....... Urinary retention 

Paresthesia 

Headache 

Difficulty walking 

Spasm ; back and neck muscles 
8. Encephalitis Fatigue 
Irritable 
Headache 
Feverish 
Pruritus 
Dyspnoea 
Backache 


- Headache 
Sore, swollen arm 


4. Tranverse myelitis ... 


.Fever 
Headache 
Sore arm 


5. Meningo-encephalitis .. 


Main Clinical Findings 


Muscle spasm, neck, back, 
lower extremities 


Maximum Fever 
101° 


Muscle spasm, neck, abdomen, back 


100° (R) 
Sensory changes 


Coma 
Absent reflexes 
Broncho-pnuemonia 


Muscle weakness in lower 
extremities with flaccid paralysis 

Sensory alteration (loss from 
upper abdomen down) 

Urinary retention 


Lethargy 

Spasm neck muscles 

Signs of meningeal irritation 
Hyperactive reflexes 


102° except with shock 
R 105.4° maximum 
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per cent), and suggested that those who have 
marked sensitivity or who develop it during treat- 
ment be given the benefit of desensitization. Darf- 
man?” advises skin testing prior to inoculation be 
done with horse serum. 


7. Summary 


A study of five cases of neurological complica- 
tions to treatment with rabies vaccine seen at the 
Contagious Disease Unit of the Los Angeles County 
Hospital has been presented, with an analysis of the 
important clinical findings and their correlation to 
those cases previously reported. 


The incidence of complications in this area is 
high, but not such that we are warranted in the 
withholding of the Pasteur treatment when indi- 
cated. However, the vaccine treatment should be 
given with due regard for the more severe reac- 
tions. Treatment is best suspended with the occur- 
rence of significant neurological signs or symptoms. 

124 East Hadley Street, Whittier, California. 
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California Cancer Commission Studies * 


Chapter I 


The Cancer Problem 


Davip A. Woop, M.D., anp MicHacEt B. Suimk1n, M.D., San Francisco 


IN approaching the problem of cancer we are faced 

with the fact that although our knowledge con- 
cerning the disease is continually increasing, there 
occurs each year a progressively larger number of 
cancer deaths than ever before. Since 1900 the can- 
cer death rate in the United States has doubled 
(68.3 per thousand in 1900 to 120.6 in 1935). 
Official figures from the Bureau of Vital Statistics 
bring into bold relief this steadily mounting in- 
crease in cancer deaths—year after year. As an 
example, for the past ten years cancer’s toll has 
increased more than 25 per cent. 


Year Cancer Deaths 


159,926 
163,400 
166,848 
171,171 
177,464 
181,000* 


Cancer Deaths Year 


142,612 


153,846 
158,335 


* Estimated by American Cancer Society. All other totals 
are official figures from the Bureau of Vital Statistics. 


In, 1946 one out of every eight deaths was due 
to cancer, indicating that unless our present knowl- 
edge is used to full advantage and unless new 
knowledge is obtained through research 17,000,000 
people now living in the United States will die of 
cancer. 

Cancer now ranks second as the most important 
cause of death. As a killer, it is exceeded only by 
diseases of the heart. 


Is cancer increasing? In spite of the statistics 
given, the answer to this question is most probably 
“no.” There are two reasons for this answer in the 
negative. First, the diagnosis and recording of can- 
cer as well as other diseases are becoming ever 
more accurate, so that cases formerly considered 
as other diseases are now accurately diagnosed. 
Secondly, the progressive aging of our population 
accounts for a major proportion of the numerical 
increase in the actual number of cancer cases. We 
have more older people, of cancer age, in our 
population than ever before in our history. Whereas 
cancer kills at all age levels, the rate rises sharply 
after the age of 40. It is estimated that 90 per cent 
of cancer cases occur after the age of 35. 


The degree to which our population has aged in 
the past 45 years is shown in the Graph 3. 


* Organized by the Editorial Committee of the Cali- 
fornia Cancer Commission. 





















































beeen 
Cancer ranks second among all causes of death. Charted 
are the death rates for tuberculosis, pneumonia, heart 
disease, common infectious diseases and cancer, from 
1900 to 1945. The number of deaths im sume conse ocr 
1945 from each of these diseases is shown ‘oman sre 

by the figures on the right. , 
Graph 1.—Cancer, second among the principle causes of 
death. 
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Graph 2.—Age, a factor in cancer. Although cancer occurs 
at all ages the rate rises sharply after forty. Approxi- 
mately 95 per cent of cancer occurs after 35. 
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Approximately 70 per cent of the increase in the 
published death rate for cancer since 1900 is ex- 
plained by aging of the population. 


Graph 3.—An aging population. The number of people 
over 45 has increased markedly and is greater than ever 
before in our history. 


DECREASE 


35 to 44 


65 to 74 7 


Decreases in the death rate from Cancer, Met- 
ropolitan Life Insurance Company, Industrial 
Department, white females, 1934 to 1944. 


Graph 4.-—-A decrease in cancer mortality for all decades 

of life varied from 6.8 to 16 per cent in white female 

policyholders of the Metropolitan Life Insurance Company 
from 1934 to 1944. 
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A few encouraging signs in the cancer control 
program are indicated by statistical studies of 
selected groups of our population. Such studies 
pertain to groups or individuals who have been 
subjected to lay cancer education and who have 
had access to prompt and adequate treatment. En- 
couraging trends are noted which indicate, possibly, 
that with intelligent action on the part of all the 
peak of the mortality can be passed. For example, 
in white female policyholders of the Metropolitan 
Life Insurance Company, for the decade 1934-44, 
a definite decrease in mortality from cancer ensued 
for each decade of life. Decreases varied from 6.8 
to 16.0 per cent. 


The problem of turning the tide in cancer mor- 
tality has a number of aspects and presents a defi- 
nite challenge to the medical profession. At present 
one out of every four patients with cancer is being 
cured by present methods (surgery, x-ray, radium), 
one out of four is dying needlessly due to delayed 
and inadequate therapy, and two out of four are 
doomed to die of cancer unless new knowledge and 
methods are obtained through research. 


These considerations bring into sharp focus the 
three main fronts on which the attack on cancer 
must continue—research, education, and service. Of 
these, the most important is research because it is 
only through a research program that new knowl- 
edge and facts can come, facts which will save the 
50 per cent of cancer sufferers who are now doomed 
irrespective of how soon medical aid is sought and 
the type of therapy instituted. The importance and 
urgency of the problem deserves preferably co- 
ordination on a nationwide scale, with the use of 
all available trained personnel and facilities. Of 


50% are dependent 
on new discoveries 
looked for from 
development 


Graph 5.—One-fourth of the people stricken with cancer 

are being saved by treatment, one-fourth are dying be- 

cause diagnosis and adequate treatment are delayed, and 

one-half are doomed unless new discoveries are forth- 
coming through research. 
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practical importance is education, not only of the 
laity but also of the profession, concerning knowl- 
edge now available. Education will enable the utili- 
zation of tools already in our hands by which we 
can save one out of every three patients who now 
needlessly die of cancer. The service program with 
its many ramifications will not only indirectly 
assist the educational project but will be of great 
assistance to early and presumably curable needy 
cancer cases, as well as to incurable patients and 
their families. This paper will be devoted chiefly 
to the educational and research considerations of 
the cancer problem. 


EDUCATION OF THE MEDICAL PROFESSION 


Education of the medical profession regarding 
cancer must keep pace with and be closely coordi- 
nated with lay education. During the period when 
many of our doctors were trained, cancer was con- 
sidered, by and large, as a hopeless problem. Even 
now, more adequate cancer instruction in many of 
our medical schools is an imperative need. To 
mitigate this attitude of hopelessness, care should 
be taken to show cured and arrested cases of cancer 
to medical students and members of resident staffs. 
Cancer postgraduate (“refresher”) courses, special 
one- or two-day clinics for doctors in outlying com- 
munities, and lectures for general practitioners are 
most urgently needed. 


It is imperative that the family physician be kept 
up to date with newer developments in cancer re- 
search and that the confidence of the family phv- 


sician be sought and obtained in any proposed 
program of cancer control. The family physician is 
the most important link in our chain of cancer con- 
trol. Success or failure rests with him. Obviouslv 
it is impossible for any but a small fraction of 
people in the cancer age group to go initially to 
cancer specialists or to cancer detection centers. 
There are not enough doctors available to staff the 
number of detection centers necessary to give all 
people of cancer age two complete physical exami- 
nations a year. Even under optimum conditions 
cancer detection centers can do only a “partial 
job.” The great majority of patients with cancer or 
danger signals of cancer first consult their own 
physicians and are guided chiefly by the advice 
given by those physicians. 

The first principle in the treatment of cancer is 
the recognition of the tremendous difference in the 
curability of early as compared to late disease. 
Cures or permanent arrest can be expected only in 
early cancer. The following table shows the cure 
possibilities in early, moderately advanced and late 
stages of cancer: 


Moderately 
Advanced 


25% 
25% 
25% 
25% 
15% 


Early Late 


Uterus—Body 
Cervix 
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PHYSICIAN MUST BE PREPARED 


Educational drives, such as that of the American 
Cancer Society, are awakening public conscious- 
ness, and much accurate information concerning 
the disease is being disseminated. This will be to 
no purpose unless the physician is prepared to act 
decisively when consulted. 


His efforts should be directed toward: 


1. The recognition of the predisposing factors of 
malignancy. 


2. The prompt recognition of early cancer, and 
the institution of prompt and adequate treatment. 


3. Recognition, above all, of the limitations of 
his own ability and resources in providing the pa- 
tient with the services and protection to which he 
is entitled. 


4. Willingness to promulgate the “group ap- 
proach” in the study and evaluation of cancer cases 
prior to evolving prematurely a plan of treatment. 


5. Assuming the responsibility of doing complete 
periodic physical examinations. 


It is apparent that these responsibilities fall 
squarely on the shoulders of the physician first con- 
sulted. This is usually the family physician. The 
fate of the patient with cancer lies in his hands. 
Each case of cancer must receive individual con- 
sideration. Special regard must be given to the 
natural history (habits) of the particular type of 
tumor in question. Those specialists likely to be 
called ultimately to participate in the treatment 
should be given the opportunity to study each case 
before a plan of treatment is decided upon, rather 
than after difficulties have been encountered in 
attempting to pursue a hastily chosen course. In 
treating cancer one must have not only the mental 
but the physical preparation to do the right thing. 
Of what avail is it to biopsy a bone tumor if facili- 
ties are lacking not only for immediate frozen sec- 
tion diagnosis, but for amputation of the part, if 
necessary ? 


COMPLETE PERIODIC EXAMINATIONS 


Coming more clearly into focus in programs of 
cancer control is the necessity for complete periodic 
physical examinations of all well people of cancer 
age, that is for those over 40 (and preferably 35) 
years of age. Properly, this job should be done by 
the family doctor. No physician should refuse to 
make such an examination at a mutually convenient 
time. If undertaken, it should not be cursory but 
should be conducted in a complete, thorough man- 
ner, well calculated to accomplish its purpose. In 
examining patients, regardless of age, the possibil- 
ity of cancer should always be kept in mind. Inas- 
much as such periodic physical examinations are 
for the purpose of detecting cancer in its early 
stages, the examination should meet the same mini- 
mum standards as those which have been established 
for “cancer detection centers.’ Such examinations 
should include at least the following procedures: 
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. History. 


. Routine blood count, urinalysis and 
serology. 


. X-ray film of the chest (mass survey). 


. Nose and throat examination, includ- 
ing lips and intraoral. 


. Examination of the breasts. 


. Physical examination of the chest, ab- 
domen, and extremities (including 


skin). 


G. Examination of lymph nodes: neck, 
axillae and groin. 


H. Pelvic examination. 


I. Rectal examination. 


In order to encourage complete periodic physical 
examinations in doctors’ offices, the Cancer Com- 
mission of the California Medical Association is 
willing to provide, without cost, appropriate exami- 
nation forms to practicing doctors in California 
and to provide these forms in sizes to suit the in- 
dividual doctor’s filing systems. (See Figure 1.) 


Many early and curable cancers as well as other 
conditions have been found by careful and com- 
plete periodic physical examinations. When abnor- 
malities are found on examination they must be 
studied until the question of malignancy is settled. 
The motto should be “look and see,” never “wait 
and see!” Hemorrhoids may well be associated with 
early cancer. To the chagrin of the medical pro- 
fession an average interval of nine and one-half 
months elapses between the time a patient with 
rectal cancer develops symptoms and the time he 
obtains definitive treatment. The last four and a 
half months of this interval is spent with doctors 
who “wait and see!” 


The most worthwhile service the general practi- 
tioner can render his patients who have cancer is 
prompt initiation of the processes through which 
they will obtain the best diagnostic and therapeutic 
services possible. The many advantages of the 
“group approach” to cancer are lost if judgment 
as to treatment plan is passed before all pertinent 
data are at hand for discussion and mature deci- 
sion. The “group approach” implies the services, 
when possible, of a radiologist, pathologist, sur- 
geon, internist, and specialist in the given field in 
which the tumor occurs, i.e., gynecology; ortho- 
pedics; eye, ear, nose and throat; urology, etc. 
Such a “group approach” forms the basis of or- 
ganization of consultative tumor boards whose 
establishment is being encouraged in all California 
hospitals approved by the American College of 
Surgeons and the Cancer Commission of the Cali- 
fornia Medical Association. Hastily selected treat- 
ment only too often spells the doom of the cancer 
patient. 


CANCER RESEARCH 


It has been generously estimated that under ideal 
conditions of early diagnosis and adequate treat- 
ment by methods now available, the annual mor- 
tality from cancer in the United States could be 
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halved. This would still leave an annual residual of 
some 100,000 deaths from neoplastic disease. The 
only means of eradicating this tragic problem is 
through the experimental approach—research. 


Cancer research, or oncology, as an experimental 
endeavor began only some 50 years ago. The studies 
of biologists, geneticists, biochemists and scientists 
in other fields have yielded extensive information, 
although much of it as yet has had little clinical 
application. The public and the medical and allied 
professions have become increasingly aware of the 
importance of developing this aspect of our attack 
on cancer. The American Cancer Society and its 
predecessor, the American Society for the Control 
of Cancer, with its Woman’s Field Army, were 
leaders in awakening public interest to the necessity 
of adequate support of scientists working on this 
engrossing biologic problem of abnormal growth. 


The Federal Government, by its Cancer Act of 
1937, mobilized the efforts on a nation-wide scale 
which is being supported by ever-increasing funds. 
Many large private donations, such as the Donner 
International Cancer Foundation, the Anna Fuller 
Fund, the Finney-Howell Foundation, the Jane 
Coffin Childs Memorial Fund and the recent Sloan- 
Kettering Foundation, are devoted entirely to the 
study of cancer. As a result, there are at least 
six outstanding research institutions in the United 
States conducting investigations exclusively or 
chiefly on cancer; perhaps the largest are the Na- 
tional Cancer Institute, Bethesda, Maryland; the 
Memorial Hospital for the Treatment of Cancer and 
Allied Diseases, New York; the Barnard Free Skin 
and Cancer Hospital, St. Louis, and the Roscoe B. 
Jackson Memorial Laboratory, Bar Harbor, Maine. 


Noteworthy programs in cancer research are be- 
ing conducted in several universities, particularly 
Yale, Minnesota and Wisconsin. Two magazines, 
Cancer Research, and the Journal of the National 
Cancer Institute, are devoted exclusively to the 
presentation of results of research work on cancer. 
The number of separate publications on the subject 
is well over twenty thousand, and several recent 
attempts to evaluate and to digest the available 
information have been made. To readers inter- 
ested in the field are recommended the following: 
“Mammary Tumors in Mice,” and “A.A.A.S. Re- 
search Conference on Cancer,” published in 1945 
by the American Association for the Advancement 
of Science, Washington, D. C., the sprightly 
“Riddle of Cancer” by C. Oberling, published in 
1945 by the Yale Press, New Haven, Conn., and 
the “Biochemistry of Cancer,” by J. P. Greenstein, 
issued in 1947 by the Academic Press, New York. 


RESEARCH IN OTHER COUNTRIES 


The research efforts against cancer are, of course, 
not limited to the United States. The Imperial Can- 
cer Research Fund and the Royal Cancer (Free) 
Hospital of Great Britain have been among the 
pioneers and remain among the leaders in the field. 
Laboratories for cancer research in France, the 
Scandinavain countries and Germany have made 
some of the outstanding contributions to the sub- 
ject. The Oncology Institute in Leningrad, as well 
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PERIODIC PHYSICAL EXAMINATION SHEET 


[Cancer Detection | 


Physical Findings................ is diiewdinsinbele ee Dibicsinaaisbada Wt 


Head and Neck 


Chest (incl. report of survey film) 
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as other laboratories in Moscow and in Kiev have 
also made important scientific additions to our 
knowledge. 

Oncology is not a science in itself but the appli- 
cation of many scientific disciplines to the problem 
of neoplastic diseases. The development of micro- 
scopic techniques during the nineteenth century 
permitted a detailed study of tumors and estab- 
lished the morphologic criteria upon which the 
taxonomy, differential diagnosis and prognosis of 
cancer are still based. At the turn of the century, 
careful studies by the Imperial Cancer Research 
Fund and others, established that neoplastic dis- 
eases were prevalent in a number of species of 
animals, particularly mice, and that these tumors 
in all ways were comparable to similar neoplasms 
in man. It is now known that every species that has 
been sufficiently studied develops malignant neo- 
plasms. This includes lower forms such as amphibia 
and fish as well as mammals. Even plants develop 
cellular overgrowths that resemble cancer. 


It was found that certain tumors could be trans- 
planted and grown in new hosts of the same species. 
The proper material for experimentation, in un- 
limited amounts, thus became available, and a fer- 
tile decade of study of transplanted tumors had its 
inception. Although much was learned regarding 
the characteristics of tumor tissue, this material 
gave no insight into the mechanism of tumor de- 
velopment. It was, in effect, a form of in vivo tissue 
culture. Refinements to tissue culture were also 
undertaken when proper methods had been devel- 
oped by Harrison and by Carrel. They are still 
being actively pursued. 

Perhaps the most striking new development in 
this field are the observations of Earle and of Gey 
that malignant transformation of normal fibroblasts 
into sarcoma can occur in cells grown in tissue cul- 
ture for protracted periods. Thus, at least this type 
of neoplasm can arise from cells entirely divorced 
from the systemic reactions of the original host. 
Interesting data have become available from in- 
vestigations on the growth of neoplasms in develop- 
ing chick eggs, and in the anterior chamber of the 
eye of species other than those in which the tumors 
arose. Apparently the immunologic reactions that 
do not permit heterotransplantation under usual 
conditions are not operative in these media. 

During the transplantation decade numerous at- 
tempts were made to demonstrate infectious agents 
of the bacterial type in the etiology of the tumors. 
All these attempts have been disproven; the trans- 
fer of viable cells was apparently required for suc- 
cessful transplantation. Rous, in 1911, showed that 
certain sarcomas in chickens could be transmitted 
by material that had been passed through filters 
that retained cells and bacteria. At this time the 
concept of filterable viruses as a pathogenic entity 
was not sufficiently developed, and the work was 
not generally accepted. Recently the role of viruses 
in the etiology of certain types of neoplasms in 
mammals as well as in birds has again come to the 
fore. 

In the second decade of the century, the main 
emphasis began to be placed upon the study of 
genetic factors in the development of tumors. Can- 
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cer, like every other feature of the living organism, 
is the product of environment (extrinsic factors) 
acting upon the inborn constitution of the organism 
or its tissues (intrinsic factors). It was soon shown 
that cancer was not inherited as a simple character, 
although susceptibility to cancer in varying degrees 
is determined by the genetic pattern. Moreover, 
this genetic pattern is not the same for all neo- 
plasms. In order to reach this important conclu- 
sion, geneticists had to develop strains of mice that 
were generally “pure” or homozygous. These strains 
of mice are an invaluable material for cancer work 
since they display fairly constant incidences of 
specific types of tumors, and have rightfully been 
stated to be as essential to biologists as are pure 
chemicals to chemists. 


In 1918, Japanese workers first showed that long- 
continued applications of tar to the ears of rabbits 
induced carcinoma. A simple, controllable method 
of inducing cancer in animals, as well as propagat- 
ing it, now became available. It was not until 1930 
that British scientists isolated from tar the specific 
chemical, 3,4-benzpyrene, that had the power of in- 
ducing malignant neoplasms in animals and, pre- 
sumably, in man. With the isolation of pure car- 
cinogenic compounds and the synthesis of one of 
the most powerful of them, 20-methylcholanthrene, 
from bile acids, it became popular to postulate that 
cancer may be the result of synthesis by the body 
of carcinogens related to the polycyclic hydrocar- 
bons, with perhaps cholesterol as the precursor. At 
the same time, chemists clarified the molecular 
structure of steroid hormones, and estrogenic com- 
pounds were shown to have the power of inducing 
a number of neoplasms in animals, including those 
of the breast, uterus, testis and the pituitary gland. 


Extension of the work, however, showed that a 
large number of chemicals of unrelated structure, 
including certain azo dyes, acetylfluorene, carbon 
tetrachloride, repeated subcutaneous injections of 
certain simple acids and sugars, and even bakelite 
discs also evoked tumors in animals. The list of 
substances able to evoke tumors in animals under 
certain specific conditions now extends to over 250 
compounds and no characteristic molecular struc- 
ture as a common explanation can be maintained. 
It was also shown that two forms of physical 
energy, roentgen rays and ultraviolet rays, also had 
the property of eliciting the neoplastic reaction. 
Roentgen rays, of course, are well known to pro- 
duce carcinoma in man as well as in animals, and 
the higher incidence of cutaneous carcinoma in our 
southern states may well be correlated to the in- 
creased exposure to ultraviolet radiations. 


STUDY OF SPECIFIC NEOPLASMS 


In contrast to the overall scientific attack on 
cancer as an entity, certain lines of investigation 
have emphasized the detailed study of specific neo- 
plasms. Relatively few experimental tumors, among 
them the mammary, pulmonary and hepatic tumors 
and leukemia in mice, have been sufficiently studied 
by this approach. Data are sufficient, however, to 
conclude that, at least during the stage of initiation, 
cancer should be considered as a great group of 
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diseases of varying etiologies and involving dif- 
ferent determining factors. 


Mammary tumors in mice, a biologic entity show- 
ing a variety of morphological patterns, usually 
arise multicentrically from the terminal buds of 
the gland, grow progressively, metastasize and kill 
the host, and in other ways exhibit characteristics 
of typical malignant neoplasms. Strains of mice de- 
veloping practically 100 per cent mammary tumors 
among the females, and strains that have prac- 
tically no mammary tumors have been developed 
through many generations of careful inbreeding 
and selection. Breeding females develop more tu- 
mors at an earlier age than non-breeding animals, 
and oophorectomy sharply reduces the incidence. 
Mammary tumors can be induced in male mice of 
strains in which the females develop brest tumors 
by transplantation of ovaries, or by injection of 
estrogenic compounds. The classical study of the 
inheritance of these tumors, by the Jackson Memo- 
rial Laboratory group, showed that the transmission 
was extra-chromosomal in nature. The progeny of 
high-mammary-tumor females crossed to low-tumor 
males developed mammary tumors regularly; but 
when the cross was reversed—that is, the female 
came from the low-tumor strain and the male from 
the high-tumor strain—practically no mammary 
tumors developed in the hybrid progeny despite 
their identical genetic make-up. 


Bittner continued these studies by simply trans- 
ferring upon birth the high-mammary-tumor mice 
to low-tumor females, and the young did not de- 
velop mammary tumors. Conversely, mice of low- 
tumor strains that were foster nursed by high- 
tumor females developed many breast tumors. Ac- 
tive investigations have now established that there 
is an agent in the milk, as well as in many tissues of 
the high-tumor lines, which is self-reproducing, fil- 
terable, and by ultraviolet spectrography and ultra- 
centrifugation tests falls in the general category of 
viruses. 


Mammary tumors in mice appear to be the result 
of an intricate interplay between at least three sets 
of factors: the genetic, the hormonal, and the milk 
agent; in addition, the appearance of these neo- 
plasms is sharply influenced by environmental fac- 
tors such as diet, and by injection of carcinogenic 
compounds such as methylcholanthrene. The neo- 
plasm can be added to a number of other tumors in 
which a filterable virus entity is implicated etio- 
logically; the Rous sarcoma of chickens, and the 
Shope papilloma and carcinoma of rabbits. Whether 
these viruses are more than the initiators of the 
neoplastic transformation, that is, whether cancer 
is a form of virus-cell symbiosis, however, remains 
a matter of conjecture. 


The specificity of the etiologic factors involved 
in the genesis of different neoplasm is well illus- 
trated in the mouse, in which the milk agent ap- 
pears to be involved only in the genesis of mam- 
mary tumors. Hepatomas and pulmonary tumors do 
not require the presence of the agent. Hormones do 
not influence the genesis of pulmonary tumors, and 
they play a minor role in hepatic tumors. Certain 
azo dyes, such as o-aminoazotoluene, induce hepat- 
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omas, increase slightly the incidence of pulmonary 
tumors and have no effect on mammary carcino- 
genesis; ethyl carbamate (urethane) markedly in- 
creases the incidence of pulmonary tumors but so 
far has not been described to be involved in the 
genesis of other tumors in the mouse. Certain re- 
strictions in the diet retard the development of 
mammary tumors but accelerate the appearance of 
hepatic tumors in mice receiving the azo dyes, and 
have no effect on the genesis of pulmonary tumors. 


RESEARCH BY BIOCHEMISTS 


About 20 years ago biochemists actively joined 
the ranks of cancer research workers. They have 
made noteworthy investigations in the problem, 
particularly in the study of the biochemical char- 
acteristics of neoplastic tissue. By far the greatest 
single contribution has been that of Warburg, who 
showed that malignant tumors may be characterized 
by their metabolism, by the consideration of the 
absolute and relative magnitudes of anaerobic gly- 
colysis, of the respiratory quotient and of aerobic 
glycolysis. The metabolism of tumors and other 
living tissues is governed by diverse and intricate 
systems of enzymes. A methodical investigation of 
many of the known enzyme systems has been made 
of many tumors and the results have been compared 
with values obtained with normal tissues of origin. 
No enzyme or chemical specific for neoplasm has 
been. uncovered. In general, tumors show less vari- 
ety in their content of enzymes or of vitamins than 
do normal tissues, thus tending to converge toward 
a common class which in some respects resembles 
embyronic tissue. It may be stated that the enzyme 
and vitamin content of neoplastic tissues is usually 
at the lower end of normal values, indicating that 
neoplasms have a low reserve—perhaps because 
most of their energy is expended toward reproduc- 
tion and growth rather than toward activities use- 
ful to the organism. 

The biochemical studies have also indicated that 
profound alterations occur in the organism bearing 
a neoplasm, at sites far distant from the tumor. 
Catalase activity in the liver and kidneys is re- 
duced; perhaps this effect is associated with de- 
creased hematin synthesis. Hemoglobin is also re- 
duced in the presence of a neoplasm. There are al- 
terations in the adrenal cortex, which may be asso- 
ciated with cachexia of cancer, and the group at 
Memorial Hospital is pursuing the problem of al- 
tered steroid compounds related to the adrenocor- 
tical hormones that appear in the urine of patients 
with cancer. Hepatic function is impaired in pa- 
tients with gastric or intestinal neoplasms, and these 
functions are partially restored upon the removal 
of the tumors. The biochemical effects of certain 
specific types of neoplasm already have gained rec- 
ognition as laboratory tests of great clinical value. 
Among these may be mentioned the alterations in 
alkaline phosphatase in neoplasms of bone and 
liver, in acid phosphatase in the presence of pros- 
tatic carcinoma, the Bence-Jones proteins in my- 
eloma, melanin in the urine of ,patients with mel- 
anoma, and various endocrine effects of tumors of 
the pancreas, adrenal, thyroid, pituitary, ovary and 
testis. 
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The modern trends in cancer research can be out- 
lined under three general headings. The first ap- 
proach that is going to receive emphasis is that 
of cellular physiology—the attack on the structure, 
function and reactions not only of the cell, the unit 
of living matter, but of its components as well. 
Methods of histochemistry, refined techniques of 
determining electrical potential and other physical 
characteristics, and the use of tracer elements to 
assist in the unraveling of the complex structure of 
nucleoproteins will be mobilized and exploited. The 
second approach is the closely related study of the 
intermediate mechanisms involved in the transfor- 
mation of normal into neoplastic tissue. So far, 
studies have been limited to the two ends of the 
reaction: the normal has been compared with the 
frankly neoplastic, with the great intermediary 
stages remaining terra incognita. Emphasis will be 
placed upon the study of the development of neo- 
plastic transformation through all its stages. Steps 
in this direction are already developing in the work 
of Cowdry and his group in St. Louis. 


In contrast with the fundamental approaches in- 
dicated above, the third line of attack that is being 
actively pursued are the semi-empirical all-out pro- 
grams of experimental chemotherapy of neoplasms 
at the National Cancer Institute, at the Memorial 
Hospital, and in Englannd. This involves the sys- 
tematic synthesis and assay of compounds exhibit- 
ing effects on experimental tumors, elaboration and 
alteration of the chemical structure in hopes of 
attaining more selective and more pronounced ac- 
tion. Even at this early stage of developments, nitro- 
gen mustards, the polysaccharide derived from Bac- 
illus prodigiosus, and stilbamidine have been shown 
to have some action on certain neoplasms in man. 


Every year scientific advances have enhanced our 
knowledge and made it possible to save more people 
from cancer. Large gaps remain, and many findings 
seem to be contradictory. Cancer research must 
proceed firmly along two lines: the study of car- 
cinogenesis, which will give us an insight into the 
prophylaxis and prevention of cancer, and the study 
of characteristics of tumor growth, which will give 
us the clue to its control. At this stage of research, 
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all-inclusive theories of cancer, not matter how 
glittering they may seem in an armchair, are more 
of a hindrance than a help in the careful, analytical 
approaches that must be pursued and individualized 
for each type of neoplastic growth until we have 
sufficient information to synthesize our data into 
a coherent whole. We are at present not as far 
along with our research in the ultimate solution and 
reversability of cancer as were the physicists in 
1941 with atomic energy. 


The atom bomb project. was a gigantic applica- 
tion of knowledge that had been previously dis- 
covered. In cancer research we do not have as yet 
a comparable amount of fundamental information. 
We must soberly recognize this fact and guard 
against the disappointments of expecting too much 
too soon. Generous, continual financial support, 
an accentuated group effort in which many scien- 
tific fields are strongly represented and in which 
the competent cancer investigators have an ade- 
quately compensated and assured status are pre- 
requisites for continued and accelerated progress. 
The most important elements, however, are con- 
scientious scientific effort and patience, slow and 
exasperating though the work occasionally may 
seem. With confidence in the experimental method 
and the philosophy of science, and with tools of 
ever-increasing power and subtlety, it is certain that 
the efforts will ultimately yield the key to and the 
mastery over neoplastic growth. 


Chapter I1—“General Principles in 

the Treatment of Cancer,” by Emile 

Holman, M.D., and Chapter III “The 

Examination of the Cancer Patient,” 

by Otto Pflueger, M.D., will appear 
in this section next month. 
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EDITORIALS 


Vagotomy for Peptic Ulcer 


Clinical evaluation of vagotomy for peptic ulcer 
is still in the formulative stage, but in view of some 
recent decisive developments and the widespread 
use and wider interest in this new surgical proce- 
dure, a review of the situation seems warranted. 


In a previous editorial,” it was pointed out that 
every new method postulated for the treatment of 
peptic ulcer, particularly if it involved a new opera- 
tion, immediately aroused the skeptics. The skeptics 
have now had a chance to raise their voices and, 
with the added experience of an additional year, 
have helped to define more clearly the real place 
of section of the vagus nerves in the surgical treat- 
ment of ulcer. 

The difficulty in making a fair appraisal of the 
place of vagotomy in the treatment of ulcer is well 
illustrated by Priestley* who has pointed out that 
accurate evaluation of the effectiveness of vagotomy 
in the treatment of ulcer requires, first, that a uni- 
form type of case be considered, second, that the 
vagotomy be complete and, third, that no asso- 
ciated surgical procedure be performed. Since 
more and more vagotomies are being performed as 
a secondary procedure along with such direct at- 
tacks on the stomach as resection and gastro- 
enterostomy, the evaluation of the clinical results 
of vagotomy alone becomes increasingly difficult. 
Furthermore, insufficient time has elapsed to evalu- 
ate critically the results of the operation. 


During the past year little of major importance 
has been added to our knowledge of the physiologic 
effects of vagotomy on the stomach. Striking de- 
crease in gastric motility, the elimination of the 
cephalic phase of gastric secretion, the reduction in 
nocturnal secretion of gastric juice and the disap- 
pearance of pain of ulcer are the striking physio- 
logic changes. Perhaps the most important recent 
observation has been that of Moore and his asso- 





ciates* who have noted return to normal gastric 
motility and gastric secretion, especially nocturnal 
secretion, one year after vagotomy. Vanzant® made 
similar observations on experimental animals. If 
some of the important physiologic effects of vagot- 
omy do not “hold,” so to speak, the results of the 
operation may be as transient as are some of the 
effects on motility of the stomach. In fact one of 
the most important problems concerning vagotomy 
now is whether or not the effects of the operation, 
and therefore the clinical results, will be permanent. 


Despite these various problems, enough experi- 
ence has been gained to evaluate certain aspects of 
the problem of vagotomy for ulcer. 


Is vagotomy the procedure of choice in the man- 
agement of gastric ulcer? The answer is clearly to 
be “no.” Inability to establish clearly the benign 
or malignant nature of an ulcerative gastric lesion, 
except by direct observation of the lesion and 
pathologic study of it, makes vagotomy alone an 
unsatisfactory procedure for the treatment of this 
disease. Vagotomy has been done in an attempt to 
heal an ulcerative gastric lesion which at the time 
of operation was not recognized to be a carcinoma. 
Valuable time may be lost before the true nature of 
the lesion is discovered. Furthermore, several in- 
stances have been repeated in which, following 
vagotomy and excision of the gastric ulcer, the 
lesion has returned within a few months. 


In what types of cases of duodenal ulcer is va- 
gotomy alone the treatment of choice? Four years 
ago when the procedure was reintroduced by Drag- 
stedt,! and for some time thereafter, it appeared 
that vagotomy might be the answer to the surgical 
problem of simple intractible duodenal ulcer if 
obstruction or acute perforation were absent. Added 
experience, however, has indicated that vagotomy 
is not ideal because of the frequency with which 
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gastric retention ensues though evidence of pre- 
operative pyloric obstruction has been lacking. It 
is becoming increasingly apparent that vagotomy 
alone is not the treatment of choice in the surgical 
management of duodenal ulcer. In an occasional 
uncomplicated case in a young individual in whom 
the neurogenic features are striking and in whom 
gastric resection seems undesirable for various rea- 
sons, vagotomy alone may be indicated. However, 
for most experienced surgeons this group is grad- 
ually narrowing and may well eventually disappear. 

What about vagotomy in the management of 
gastro jejunal ulcer? It is in this group of cases 
that the operation seems to be of the greatest value. 
The difficulty and lack of success of medical ther- 
apy, the considerable risk and occasional impossi- 
bility of further gastric resection and the likelihood 
of recurrence of the lesion make the usual forms of 
therapy for this condition rather unsatisfactory. 
Vagotomy can be carried out in such cases with 
little risk and, since the problem of postoperative 
gastric retention usually is non-existant because of 
the previously made anastomosis, this procedure 
seems indicated. 

Should vagotomy be done by surgical approach 
from above or below the diaphragm? The advan- 
tage of the infradiaphragmatic approach is that the 
lesion in the stomach or duodenum can be observed 
and be dealt with if necessary at one operation. The 
disadvantage is that there may be. difficulty in com- 
pletely resecting all of the fibres of the vagus 
nerves. On the other hand, the supradiaphragmatic 
approach is simple and permits section of the vagus 
nerves above the level where they branch into a 
network and more certainly leads to complete va- 
gotomy. However, the disadvantage of the approach 
is that it does not permit inspection of the lesion 
and a second operation may be necessary if uncon- 
trollable gastric retention develops. Moreover in 
some cases severe postoperative intercostal pain 
persists for weeks to months. More and more sur- 
geons are using the abdominal approach and it 
seems that the advantages of this method are the 
greater. 

Finally, should vagotomy be done as a secondary 
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procedure following gastric resection (or gastro- 
enterostomy or pyloroplasty) for ulcer? The an- 
swer to this question is not known. It will be a long 
time before sufficient information has been collected 
properly to evaluate the results of partial gastrec- 
tomy and vagotomy as compared to those of partial 
gastrectomy alone in the treatment of duodenal 
ulcer. To a greater extent the answer depends on 
the ultimate effects of vagotomy on the human 
stomach, and these are completely unknown. We 
shall have to wait at least ten years if not longer 
and have studies of large numbers of carefully con- 
trolled and collected cases before establishing or 
rejecting this combined surgical procedure. 


In some way, then, many problems remain to be 
settled in the use of this most interesting procedure. 
As it stands now, it appears that simple vagotomy 
should not be done for gastric ulcer, that it is 
rarely indicated as a single surgical procedure for 
duodenal ulcer, that the field of greatest usefulness 
for it is in the treatment of marginal and jejunal 
ulcer, and that the usefulness of it as an adjunct to 
operations resulting in a new gastric stoma remains 
to be established. 


Here then is a simple procedure the results of 
which cannot be clearly defined. or delineated be- 
cause we have so little knowledge of the ultimate 
results of section of nerves as large and complex 
as the vagi. 
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Demoeraey Prevails Again 


If there had been any question prior to the 1947 
Annual Session about the prevalence of democracy 
in the California Medical Association, that question 
was thoroughly resolved by the events of the ses- 
sion. If there were any doubts on this score, they 
may be eliminated. 

As proof of the democratic process at work, 
twenty-nine resolutions and five proposed constitu- 
tional amendments were placed before the House 
of Delegates. Some of this material represented 
group presentations from county delegations and 
some came in the form of emanations from in- 
dividual members of the House. All were freely 
offered and fully considered. Each was given its 


own hearing before a reference committee and the 
report of the committee on each item was subject 
to free debate on the floor. 

True, some of the resolutions sought to change 
the policies or operating procedures of the Associa- 
tion. Some offered criticism, constructive or other- 
wise, and some proposed that new fields of endeavor 
be explored. Taken all in all, the resolutions con- 
stituted a cross-section of the thinking of the medi- 
cal profession of the state, offered without fear or 
favor. 

From the deliberations of the House of Delegates, 
two major factors emerged. First, the policies of 
the Association and its Council were affirmed by 
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the Delegates; the course taken by the guiding 
officers was approved. Inasmuch as the Council has 
the authority and the obligation to manage the 
affairs of the Association between the meetings of 
the House of Delegates, this constituted a vote of 
confidence in the actions and policies of the Coun- 
cil. Secondly, the House voted for the exploration 
of an internally-operated public relations program, 
aimed principally at improving the relationships 
between individual physicians and their individ- 
ual patients. 

The ramifications of this second item are mani- 
fold and varied. The possibilities appear unlimited. 
Fundamentally, the objective of such a program 
would be to cement the profession more closely to 
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the public, to assure a feeling on the part of the 
public that the profession is doing its job humanely 
as well as scientifically. With the public holding 
such a feeling, it seems obvious that public clamor 
for radical changes in the control of the practice 
of medicine would diminish if not cease completely. 
If that eventuates, the crises which have plagued 
the profession in the form of punitive or control 
legislative proposals might well vanish. 

These are but two examples of the results of the 
House of Delagates deliberations. In addition, nu- 
merous technical matters were decided, again after 
full consideration, open debate and free speech. 
Thus is the medical profession of California served 
and the principles of democracy maintained. 


Diagnostic Medical Care and Lay Laboratories 


The great importance of accurate diagnosis in 
modern medical care is now well’ known. An accu- 
rate history and a correct and complete physical 
examination properly interpreted are the corner- 
stones of medical diagnosis. Supplemental clinical 
laboratory and radiological examinations are neces- 
sary diagnoses in many cases. Following these ad- 
ditional diagnostic. studies, still further tests (such 
as bronchoscopy, cystoscopy, gastroscopy) are re- 
quired in a very small number of cases. 


Diagnostic medical examinations which involve 
clinical laboratory work, pathology and radiology 
may be done in the individual doctor’s office, in 
office medical buildings and in hospitals. The funda- 
mental part of the examination is the availability 
of trained personnel in order that it may be con- 
ducted properly and interpreted adequately. In the 
larger centers, radiologists and pathologists (quali- 
fied M.D.’s) normally perform such functions. In 
the smaller communities, circumstances often re- 
quire that they be performed by general practi- 
tioners who have had some supplemental training 
in radiology or pathology. 


The profound importance of competent patho- 
logical examination is evidenced in the early diag- 
nosis of malignant disease. Take the common 
example of a woman with a lump in her breast 
or the young male with a painful bone lesion. In 
either case, the process may be neoplastic. If it is, 
the swiftest method of cure is removal of the breast 
or leg. Upon whose decision and diagnosis must 
this grave step often be taken? Upon the pathol- 
ogist’s. If there is a well trained pathologist acces- 
sible to the hospital or medical building, the pa- 
tient is apt to receive a correct diagnosis and a life 
saving measure then justifiably undertaken. On the 
other hand, if reliance is placed- upon a poorly 
trained person or one not well grounded in medi- 
cine, needless and mutilating operations may be 
performed for benign tumors or an unnecessary 
delay may occur in the treatment of malignant 
lesions. If a diagnostic procedure such as a blood 
count or a chest x-ray is performed by competent 


personne! responsible to and under the supervision 
of a specialist in one of those fields, the end result 
is apt to be earlier diagnosis and better medicine. 
A poorly done test is often worse than none at all. 


In the early days of clinical laboratory and 
radiological medicine, it was not unusual for tech- 
nicians (notably after World War I) to set them- 
selves up as practitioners in these fields. Many of 
them were moderately experienced, and most were 
well intentioned. Owing to the shortage of trained 
medical specialists, these laymen were accepted and 
supported by the profession at large. In the mean- 
time, departments of radiology and clinical path- 
ology were becoming established in medical schools, 
and young physicians were being encouraged by 
the faculties to enter these fields. Today, if we are 
to encourage the continued development of such 
competent specialists, we must face the fact that any 
further development of lay laboratories will be com- 
pletely deterrent. 


In some parts of the country, the lay laboratory 
has become synonymous with convenient diagnoses 
and even rebates. To the credit of the medical pro- 
fession is the fact that such practices are excep- 
tional. Nevertheless, the handwriting is on the wall, 
and the signs are clear. We must begin to support 
our medical laboratories, owned and conducted by 
medical men trained in their fields, and not lend 
aid to laymen attempting to invade the practice of 
medicine. 


When the existing and accepted lay laboratories 
pass from their original hands, it is to be trusted 
that the practice will become as obsolete as the 
barber surgeon. Not so many years ago, all surgery 
was done by technicians or barbers; the medical 
profession condoned this. Then, after further study 
and especially after the development of antisepsis 
and anesthesia, matters changed and were gradually 
corrected. It would now seem to be appropriate to 
hasten similar constructive evolution of the lay 
laboratory (whether it be in a medical building or 
a hospital building). , 
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CLINICAL CONFERENCE 
Upper Abdominal Pain 


FROM THE MEDICAL STAFF CONFERENCE AT THE UNIVERSITY OF CALIFORNIA HOSPIT AL,* 
SAN FRANCISCO, MARCH 5, 1947 


Dr. Howarp BreERMAN**: This morning we shall 
consider upper abdominal pain, as illustrated by a 
clinical case. Dr. Crede will give the history of the 
patient. We shall then discuss it point by point, 
emphasizing the physiological aspects of the 
mechanisms which underlie the various symptoms. 


Dr. Ropert H. Crepe}: G.C., a 61-year-old white 
man, was in excellent health until a year and a 
half before entry. The illness started with a gradual 
and progressive loss of appetite. Six months before 
entry he began to experience generalized abdominal 
pain, described as a soreness, usually associated 
with tenderness of the lower chest, and occasion- 
ally radiating to the left groin. It was aggravated 
by eating. There was some low back pain attributed 
by the patient to arthritis and apparently unrelated 
to the abdominal pain. There was progressive 
constipation for the last five months without change 
in the character of the stools. He had lost 42 
pounds in weight. 


The family and past history were irrelevant. 


On physical examination the temperature was 
37°C., the pulse rate was 60, respirations numbered 
20, and the blood pressure was 140/70 mm. Hg. 
The patient was a florid man in moderately severe 
pain and exhibiting evidence of recent weight loss. 
There was slight diffuse tenderness in the epigas- 
trium and the right lower quadrant of the abdomen. 
A sausage-shaped, slightly tender mass, 5 by 10 
cm., was palpated above the umbilicus. It was 
freely moveable but did not descend with respira- 
tion. The lower pole of the left kidney was pal- 
pable: the liver edge was two fingerbreadths below 
the costal margin. The patient was relatively free 
of pain in the prone position but not in the supine 
position. The prostate was enlarged 114 times, 
firm and non-nodular. There was an irregular 
hard area in the anterior and left lateral half of the 
rectum; it was felt that this was scar tissue from a 
previous hemorrhoidectomy. 


Laboratory tests gave the following results: Hgb. 
was 13.6 grams; erythrocytes numbered 4,980,000; 
leucocytes numbered 6,750 with a normal differen- 
tial count. Urinalysis was negative. Spinal fluid 
findings were within normal limits. The stools 
were light colored and soft; the reaction for occult 
blood mildly positive, and studies for ova and 
parasites negative. The alkaline phosphatase value 
in the blood was 39 units (normal below 8); for 
acid phosphatase the value was 4.4 units. Gastric 


* These conferences are to be continued at regular in- 
tervals and will endeavor to stress the currelation between 
disturbed function and the anatomical changes observed 
in various types of disease. 
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analysis revealed no free hydrochloric acid in the 
fasting specimen and the total acid value was low. 
Rennin and pepsin were present but the reaction 
for occult blood was negative. Roentgenologic 
studies showed no definite intrinsic disease in the 
stomach, duodenum or small bowel. There seemed 
to be some widening of the duodenal arch. 


Course: During the first few days of the hos- 
pital stay the palpable mass in the abdomen seemed 
to shift in position. Ten days after entry the pa- 
tient complained of transient abdominal cramps 
and pain in the left flank. Three weeks after entry 
a massive gastro-intestinal hemorrhage was fol- 
lowed by jaundice. An exploratory laparotomy was 
performed. 


Clinical Discussion: 


Dr. THEODORE ALTHAUSENT: This patient lost 
42 pounds in weight in six months. This would 
be a most significant finding except for the grossly 
insufficient caloric intake of the man due to impair- 
ment of appetite. I think that a good deal of his 
weight loss was due, not directly to the disease, but 
to lack of appetite leading to a very insufficient diet. 


Dr. Mayo Sotey*: Generalized abdominal pain 
comes from peritoneal irritation or from over-ac- 
tivity of the bowel itself. When pain occurs in the 
paraumbilical region, I think it can be localized in 
certain parts of the abdominal cavity. It may come 
from the duodenum, from the small bowel as far 
down as the terminal ileum, or from the pancreas. 
More rarely, renal pain may be referred to this re- 
gion, but usually other areas are also involved. The 
point that the pain was aggravated by eating would 
go with spasm of the gut, providing the pain were 
from the intestine or other hollow organ. The pan- 
creas might produce pain due to increased activity 
induced by the ingestion of food. I think we can 
eliminate the esophagus and other organs because 
of the distribution of the pain. 


Dr. Stacy R. Mettier}: Pain from an abnormal 
gallbladder can be referred to the paraumbilical 
region and to the left upper quadrant. We should 
also keep in mind the possibility of pain referred 
from coronary artery disease and from diaphrag- 
matic hernia. 


Dr. Joun B. Saunpers**: The presence of pain 
centered rather indefinitely around the paraum- 
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bilical region is an outstanding feature in the his- 
tory of the present case. The area of skin to which 
the pain has been projected is subserved by approx- 
imately the 9th, 10th and 11th thoracic nerves. 
Pain in the region may be derived from two 
sources; from irritation of the corresponding seg- 
mental nerves or by projection from the more 
deeply lying viscera. Radicular pain is character- 
istic, being sharp and lancinating and correspond- 
ing exactly to the distribution of the spinal nerve 
or nerves affected. These features are absent in this 
case. When derived from deep sources, the quality 
of the pain is of considerable significance. In dis- 
' ease of the viscera containing muscles, pain usually 
is rhythmical, while in that of more solid organs, it 
is apt to be continuous and fluctuating and fre- 
quently characterized as aching. The precise areas 
associated with projection from the viscera have 
not been determined with any finality, but for prac- 
tical purposes it is generally agreed that projection 
from the stomach affects approximately the seg- 
ments corresponding from T-6 to T-8; projection 
from the duodenum is similar except that the pain 
is confined usually to the right side. Pain projec- 
tion from the gallbladder and its appendages affects 
segment T-9 and T-10, but again the pain is usually 
confined to the right. That from the kidney and 
ureter is usually projected along T-11 to L-1 or L-2. 
Projection of pain from the small intestine and 
large bowel corresponds to segments T-9 to T-12 
but is usually centered below the umbilicus. On the 
other hand, in disease of the pancreas, projection is 
fairly constantly to segments T-8, T-9 and T-10 and, 
therefore, to the region of the umbilicus. 


Dr. Ropert Arrpi: In discussing the reference 
of pain in this patient, the first point concerns the 
source of irritation causing tenderness in the lower 
chest. Tenderness and spasm of the lower inter- 
costal muscles involves segmental levels from T-7 
to T-12. Aside from the pleura, the most likely 
cause of this symptom is disease of the liver. Swell- 
ing from any cause, whether it be from acute 
hepatic disease, portal obstruction or carcinoma- 
tosis is known to produce tenderness of the lower 
chest. In this patient, we have evidence of enlarge- 
ment or swelling of the liver. The fact that the 
spleen was not enlarged seems to rule out vascular 
obstruction, and absence of shoulder pain tends to 
rule out a lesion directly involving the diaphragm. 
The patient later developed pain in the left flank 
and groin which may be important in giving us a 
clue as to the point of origin of his disease. Re- 
ferred pain of this type involves segmental levels 
from T-10 or T-11 on down to L-1 or L-2. Lesions 
involving the pelvis of the kidney or ureter must be 
thought of in this connection. The pancreas directly 
overlies the middle portion of the left kidney and, 
therefore, must be considered as a possible point of 
origin of the disease process in this patient. 


As to low back pain, we must think again of a 
retroperitoneal or pelvic source, and the patient’s 
conjecture of arthritis is as good as any. 
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Dr. Jesse C. LockHart*: Gastro-intestinal hem- 
orrhage differs from other acute hemorrhage in 
that the blood is lost into the gastro-intestinal tract. 
The proteins are digested and absorbed, and azote- 
mia may result. If the kidney function is good, the 
axotemia is of no clinical significance. However, it 
has been shown in man that 580 cc. of ingested 
blood will scarcely raise the blood urea, while 800 
cc. will result in a significant degree of azotemia 
and a decrease in urea clearance. This may be a 
result of the shock state. Shock is most probably 
due to reduction of total circulating blood volume; 
there is a resultant fall in the cardiac output and 
peripheral vaso-constriction, in an attempt to main- 
tain blood pressure and cardiac output. As little as 
50 cc. of blood may produce a black stool; 580 cc. 
will produce a firm black stool, but not the typical 
tarry loose stools that we associate with massive 
gastro-intestinal hemorrhage; 800 cc. of blood pro- 
duces numerous diarrheal tarry stools. We may 
conclude that this patient lost somewhere between 
800 and 1,600 cc. of blood, which called for the 


numerous transfusions he received. 


Dr. BreRMAN: In light of the X-ray findings, we 
can reasonably exclude the stomach, duodenum and 
gallbladder as the primary site. Normal pyelograms 
appear to eliminate serious consideration of kidney 
disease. That strengthens the suspicion of disease in 
the pancreas and liver, particularly the former. Dr. 
Crede, will you give the findings at surgery? 


Dr. Creve: The left lobe of the liver was normal, 
but the right lobe contained a well-outlined tumor 
mass which measured six centimeters in diameter. 
It had not quite reached the surface of the liver. At 
the head of the pancreas was a tumor mass which 
measured 15 cm. in diameter. The gallbladder was 
quite distended. There was an extensive network of 
fragile vessels between the neck of the gallbladder 
and the duodenum as if the patient had developed 
a tremendous collateral circulation. Doctor Bell 
thought that this was the source of the bleeding 
from the gastro-intestinal tract. A cholecysto-jeju- 
nostomy was performed and a biopsy was taken in 
the tumor mass of the pancreas. The clinical im. 
pression was carcinoma of the head of the pancreas 
with metastasis to the right lobe of the liver. 


Dr. Warren L. Bostick**: The biopsy reveals 
pancreatic tissue that retains a clear-cut lobular pat- 
tern. Each lobule is composed of distorted small 
glands. Their cells are slightly pleomorphic, show 
no mitosis or invasion. The interlobular connective 
tissue is dense and extensively infiltrated by 
chronic inflammatory cells. It is this fibrous tissue 
reaction which has somewhat distorted the finer 
glandular pattern of the pancreatic parenchymal 
lobule. At no point are malignant cells seen. 


A common error—sometimes unavoidable—in 
biopsy technique occurred in this patient. Chronic 
pancreatitis and pancreatic carcinoma usually occur 
together and may even be confused microscopi- 
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cally. Such being the case, pancreatic biopsies must 
be generous in size, extend deep into the pancreas 
and be removed from the most tumorous site. 
Where an apparent and accessible metastasis is 
noted, it also should be biopsied. If that had been 
done, it is very likely that the pathologist could 
have supported the clinical diagnosis of carcinoma, 
rather than having found only chronic pancreatitis. 

Dr. BreRMAN: The subsequent course of this pa- 
tient was that he reported to the French Hospital 
about a month after his discharge from the U. C. 
Hospital and died within three weeks. There was no 
jaundice at the time of death. Symptomatology was 
apparently the same as seen here; no other diagnos- 
tic measures were taken. 

Contrary to older texts, pain occurs in 70 to 80 
per cent of patients suffering from pancreatic tu- 
mors, with or without jaundice. In this patient 
there were no tests on blood amylase or lipase. In 
some recent studies there has been great emphasis 
upon tests for pancreatic function in lesions of the 
upper abdominal area. There has been also a great 
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deal of work on the enzyme diagnosis of cancer. 
Dr. Shimkin, will you tell us something about this? 


Dr. Micuaet B, SHIMKIN*: There is no estab- 
lished diagnostic test for cancer, although three or 
four tests have been used considerably. Unfortu- 
nately these tests are empirical, based on theoretical 
mechanisms and depending more on the phases of 
the moon than on sound biochemical principles. If 
we are to have sero-diagnostic tests for cancer they 
will be for specific types of cancer which will in 
some way reflect the changes in function of the 
particular organ or tissue involved. Cancer or, bet- 
ter, neoplastic disease, is not a disease; it is a great 
group of diseases, and carcinoma of the pancreas 
probably varies as much from carcinoma of the 
lung as any two inflammatory processes of these 
tissues. One rational approach to the study of ma- 
lignant neoplastic diseases is to study exhaustively 
the mechanisms involved in each process. 
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NOTICES AND REPORTS 


Minutes of the C.M.A. House of Delegates 


First Meeting, April 30, 1947 


The First Meeting of the House of Delegates of the Cali- 
fornia Medical Association, Seventy-sixth Annual Session, 
was held in the Music Room of the Hotel Biltmore, Los 
Angeles, California, Wednesday, April 30, at 4:30 o’clock 
P.M. The meeting was called to order by E. Vincent Askey, 
Speaker, who presided. 

Speaker Askey: Gentlemen, the House will be in order, 
please. 

The Speaker will call for the Report from the Chairman 
of the Credentials Committee, Dr. de los Reyes. If there is 
a quorum, please, Dr. de los Reyes, will you report that to 
the Chair? 

Dr. pE Los Reyes: Mr. Speaker, I have in my hand the 
credentials of fifty-six delegates to this convention. This 
constitutes a quorum. I, therefore, move that this list of 
delegates be accepted in lieu of the Roll Call. 

Dr. Epwarp N. Ewer (Alameda County): I second the 
motion. 

. .. The motion was put to a vote and it was unani- 
mously carried... . 

SPEAKER ASKEY: At this time your Chairman wishes to 
make one or two explanations. 

As you know, by your By-Laws and by the Constitution 
of the California Medical Association, Delegates and Alter- 
nates are elected by their constituent county societies. It is 
necessary that every Delegate be seated and that a record 
of it pass through the hands of the Credential Committee. 
The procedure is this: Any Delegate who is present to be 
seated, please make contact with the Credentials Committee. 
If any Delegate is absent or incapacitated from sitting, the 
elected Alternate is therefore entitled to be seated. Alter- 
nates are entitled to be seated before any other member 
of the Association who may be seated for a vacant place. 
That has been the custom and it is in the By-Laws and 
Constitution. If no elected Delegate or Alternate is present 
to sit, then any accredited member of the Association may 
be seated as a Delegate with the consent of the House. 


It comes to your Speaker’s attention that there are one 
or two counties whose regular Delegates and Alternates are 
not present and if there are Delegates who wish to be 
seated, if these men will report to Dr. de los Reyes, Dr. 
de los Reyes will ask the Speaker that the consent of the 
House be given. 

Your Speaker wishes to announce the following com- 
mittees: There are four Standing Committees of the House 
which are called for by the Constitution. The first is the 
Credentials Committee. That Committee consists of Dr. 
Joseph M. de los Reyes, Chairman, of Los Angeles; Dr. 
Orrin Cook of Sacramento, and Dr. A. A. Morrison of 
Ventura. 


Reference Committee No. 1, which has to do with the 
Report of the Officers and Standing Committees and also 
the Report of County Society Secretaries, consists as 
follows: 

Dr. L. J. Regan, Chairman, Los Angeles; Dr. Donald 
Lum, Alameda; Dr. D. D. Roos, Riverside. 


Reference Committee No. 2, which deals with the Report 
of the Council, the Report of the Secretary-Treasurer and 
the Report of the Executive Secretary, consists of the fol- 
lowing members: 


Dr. Chester L. Cooley, Chairman, San Francisco; Dr. 
C. L. Mulfinger, Los Angeles; Dr. Alfred B. Wilcox, Santa 
Barbara. 

Reference Committee No. 3, to whom all resolutions, 
Amendments to the Constitution and By-Laws, New and 
Miscellaneous Business is referred, consists of the following 
members: 

Dr. A. E. Moore, Chairman, San Diego; Dr. Eugene F. 
Hoffman, Los Angeles; Dr. Robertson Ward, San Francisco. 

In addition to that your Speaker has appointed the fol- 
lowing committee who are tellers for the Session, the 
Chairman of which will also be appointed Sergeant-at- 
Arms. This committee consists as follows: 

Dr. E. A. Royston, Chairman, Los Angeles; Dr. George 
D. Huff, San Diego; Dr. V. G. Ghormley, Fresno. 


I may call the attention of this body to the fact that all 
of these Reports will be referred to the appropriate com- 
mittee. If your Speaker in his judgment finds that certain 
resolutions deal with the same subject and one has been 
referred to one committee, your Speaker will then, to ex- 
pedite the matter, refer that matter which has to deal with 
the same thing to the same committee. 


I need not tell you that upon this body and the shoulders 
of each and every Delegate rests the responsibility to ap- 
pear before these committees. If you have any information 
that is pertinent to any matter which properly goes before 
that committee, you should appear before it, as the com- 
mittees are nominated and appointed in order to study 
more carefully in an orderly way all business referred to 
them. It is, therefore, your duty to appear before them and 
discuss such matters as you have information in regard to. 

Your Speaker will make further announcements a little 
later. 

At this time I wish to present to you for his address the 
President of the California Medical Association, Dr. Sam 
J. McClendon. (Rising applause.) 

Dr. Sam J. McCienpon (President, California Medical 
Association) : Mr. Speaker, Members of the House of Dele- 
gates: I gave my speech this morning before the Assembly. 
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We have a lot of business to transact this afternoon. 
Therefore, it would be very amiss for the President of this 
Association to deliver a long address. There are only two 
or three supplementary things I would like to say. First 
of all, I appreciate the unanimous support of you people 
as Members and as Representatives of the Association in 
the activities of the Association this year. I don’t think 
there has ever been a time in the history of this Association 
that we have had such unanimous support from every 
Member of the California Medical Association and I trust 
that, in the proceedings of this organization here, we may 
pursue the unanimous opinion about things that may be 
conntroversial, that we will emerge from this meeting with 
the unanimous support of our proceedings and delibera- 
tions, and that we will go forth from here without any 
animosity and without any disagreement. 


Also, I would like to say that this year we have again 
met the threats of political medicine in California, and we 
hope successfully. It has also been due to your activities 
and your support as Delegates and Members of this Asso- 
ciation that we have been able again to defeat the Com- 
pulsory Health Insurance Bills that are pending in Sacra- 
mento. At least we hope we licked them, although the 
threat is still with us. Later on in this meeting you will no 
doubt have the report from the Public Relations Counsel 
and from the Chairman of the Legislative Committee which 
will be more pertinent than anything I may say. 


I would like to say at this time that it has been a real 
pleasure to work with you people as Delegeates and Officers 
of this Association. I would like to commend the Officers 
of this Association and the Delegates for their honest efforts 
in behalf of the enterprise and practice of Medicine in 
California. (Applause.) 


SPEAKER AsKEY: Thank you, Dr. McClendon. 


Your Speaker wishes to make the following announce- 
ment. Your Speaker is an anonymous person at this time 
who has no opinions that will be inflicted upon this body. 
I have no right to do so and we will at all times strictly 
adhere, as strictly as possible to the best of my ability, to 
Roberts’ Rules of Order and the specific orders of the 
Constitution and By-Laws of this assembly. Every member 
is entitled to a courteous hearing. He is entitled to his 
rights and they will be granted by your Speaker. That is 
the duty of your Speaker as I see it. 


I want to call attention to the fact that any resolutions 
which are to be presented before this House must be pre- 
sented in typewritten form, triplicated. We have sienog- 
raphers who are available and if you wish to introduce a 
resolution at the proper time, if you will see the stenog- 
raphers, you will be given triplicate copies which, after 
you have introduced from the floor, you may and are re- 
quired to deliver to our Secretary. 


Another question which has been put to your Speaker 
has been this: If there is desired to be a caucus by any 
group of this body, what are their rights? It has been the 
custom—although there is no Constitutional provision for 
such thing—it has been the traditional custom that upon 
request of any member of the House, the Speaker of the 
House of Delegates shall grant a recess of a reasonable 
time for the holding of such caucus as may be desired. 


Now, another question which has been asked me is what 
a caucus consists of. I would be very glad to explain that. 
A caucus consists of a group of members of the House, 
and that means seated Delegates who are empowered to 
vote, who may hold a meeting to discuss a problem on 
which they may vote. The rules of caucus are: That each 
and every man is elected to the delegation here as a rep- 
resentative of the membership as a whole; if he desires to 
enter into a caucus and be bound by that, it is a moral 
responsibility that he has to go with that caucus, if he sees 
fit. He has no need; he has no demands; he has no neces- 
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sity to enter into that caucus if he does not desire. If he 
wishes to vote entirely on his own responsibility, and 
according to his own conscience as he sees fit, he need 
not caucus and thereby is not bound. 


Another question which as been put to me is in regard 
to the unity'rule. There is no call in the Speaker’s mind 
for unity rule because all elections and things of that type 
in this House are by ballot and by individuals rather 
than by groups. Therefore, the unity rule would only be 
at best a caucus rule and the rules of caucus should hold 
for that. These are your Speaker’s opinions and beliefs 
and are given merely for your information. 

I am sorry that I did not refer the address of your Presi- 
dent to the appropriate committee. I therefore hereby refer 
the address of the President, Sam J. McClendon, to Refer- 
ence Committee No. 1 for appropriate dispatch. 


The next will be the Report of your Council, Dr. Edwin 
L. Bruck, Chairman. 


REPORT OF THE COUNCIL 
Dr. Epwin L. Bruck, Chairman 


The Report of the Council has been printed on pages six 
and seven of the Annual Reports Bulletin and since that 
time an additional Report is to be made to you from the 
Coun¢il. Therefore, I will suggest, in the interest of time, 
that you will not read that which is printed on pages six 
and seven of the Annual Reports Bulletin but that you 
will proceed to read the additional material which is to be 
added to the Report of the Council. You all have a mimeo- 
graphed sheet of this addendum to the Report of the Coun- 
cil which reads as follows: 


“1. Relative to Council Action on the Matter of the Palo 
Alto Clinic. 


“The Council has adopted the following resolution: 


“Resolved, That, with the understanding that the Palo 
Alto Clinic-Stanford University contract will be amended 
and carried out in conformity with the proposal made by 
Dr. Russel V. Lee under date of March 13, 1947, and the 
consent thereto expressed by officials of Stanford Univer- 
sity, the Council of the C.M.A. does not consider such con- 
tract to be in violation of the principles of medical ethics; 
and be it further 


“Resolved, That the Chairman of the Council use his 
good offices to urge the administration of Stanford Univer- 
sity to insert information in its student manual and other 
publications which will not be prejudicial to the interest 
of physicians who are not members of the Palo Alto Clinic.” 

The second addition to the Report of the Council is as 
follows. 


Dr. Eric A. Royston (Los Angeles): I question the 
authority of this speaker just made. 
SpeEAKER AskEY: What is your point, sir? I didn’t hear it. 


Dr. Royston: The point of order at this time is that the 
Council has adopted the following resolutions, which is 
presented as a proposed Amendment to the Constitution of 
the Association. Why does the Council object to that? 


SpEAKER AskeEy: What is the point of order, sir? 
Dr. Royston: I question their authority. 


SPEAKER ASKEY: This is just a recommendation before 
you for discussion. The point as to whether it is proper 
will come up later. I think the Council has the authority to 
present this and it is not passage of anything at all. It is 
merely a recommendation to this House. 


Dr. Bruck, will you continue? 


Dr. Royston: I appeal from the ruling of the Speaker. 
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SPEAKER AskEY: There is an appeal. All of those in 
favor of sustaining the ruling of the Chair will say, “aye.” 

.... A vote was taken on the appeal of the ruling of 
the Chair and the appeal was lost... . 


Dr. Bruck: The second addition to the Report of the 
Council is as follows: 


“2. Relative to Provisions of the Constitution of the Cali- 
fornia Medical Association Regarding Life Members. 


“The Council has adopted the following resolution, 
which is presented as a proposed amendment to the Con- 
stitution of the Association: 


“Resolved, That Section 1(e) of Article IV of the Con- 
stitution of this Association, California Medical Associa- 
tion, be amended to read as follows: 


l(e) Life Members 


“Qualifications.—Life members of the California Medi- 
cal Association may be elected by the Council on the 
recommendation of any component county society from 
those active members thereof who (1) have been active 
members of this Association continuously for a period of 
twenty (20) years or more and are more than fifty (50) 
but less than sixty (60) years of age and have tendered 
to this Association a life membership fee of one hundred 
fifty dollars ($150.00) or such other sum as the House of 
Delegates may from time to time determine; or (3) have 
been active members of this Association continuously for 
a period of twenty-five (25) years or more, are more than 
sixty-five (65) but less than seventy (70) years of age 
and have tendered to this Association a life membership 
fee of fifty dollars ($50.00) or such other sum as the 
House of Delegates may from time to time determine; or 
(4) have been active members of this Association con- 
tinuously for twenty-five (25) years or more and are 
more than seventy (70) years of age. Those active mem- 
bers falling within Classification 4 need not be recom- 
mended by any component county society but are eligible 
to life membership on direct application to the Council. 
The Council may not elect to life membership any active 
member whose membership has not been continuous or 
who has ever been censured, suspended or expelled from 
the American Medical Association, this Association, any 
state medical association which is a constituent unit of 
the American Medical Association, or any county medi- 
cal society which is a component part of this Association 
or a unit of any other state medical association. 


“Obligations and Rights.—Life members shall not pay 
dues and shall not be liable for assessments of any kind 
or nature. If active membership in good standing is main- 
tained in his component county society, each life member 
shall have the right to vote, to hold office, and shall have 
all other rights and privileges of the Association. If 
active membership in his component county society is 
not maintained, the rights and privileges of a life mem- 
ber shall be those of a retired member.” 


Dr. E. T. Remmen (Los Angeles): A point of order. Is 
this the introduction of a proposed Constitutional Amend- 
ment by the Council? 


Speaker ASKEY: Is that a point of order or a question 
for information? 


Dr. RemMMEN: It is a question of information which 
would lead to a point of order. If it is the introduction of 
a proposed Constitutional Amendment, according to the 
order of business, the time of introducing New Business 
is this evening, later. 


Speaker Askey: Dr. Bruck is speaking not as an indi- 
vidual at this time. He is appearing as the Chairman of the 
Council. The Chairman of the Council or the Chairman of 
any committee presents information which the committee 
he represents thinks should be presented before the House. 
It has the same effect as the introduction of a Constitu- 
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tional Amendment or a resolution and is presented in this 
order and a part of today’s order. If an individual wishes 
to present a Constitutional Amendment or a resolution, that 
will take its proper place in New Business which comes 
up later. 

Dr. ReMMEN: That is true, Mr. Speaker, but there is 
nothing in the Constitution of the California Medical Asso- 
ciation which gives the Council any privilege to introduce 
a Constitutional Amendment out of order. Later if any 
member of the House would wish to hear this read, he 
would expect it to be heard at the time when new resolu- 
tions and New Business is introduced. 

I call for the order of the day. 

Speaker Askey: Your Speaker will rule that the order 
of the day is being followed because the Report of the 
Council is in proper order and this constitutes part of the 
duties of the Council. 

Do I hear an appeal? 

Dr. RemMMEN: I appeal from the ruling. 

SpEAKER ASKEY: Is there a second? 

. . . The appeal was seconded... . 

SPEAKER ASKEY: It has been seconded. There is no de- 
bate on an appeal. All those in favor of supporting the 
Speaker’s decision will say, “aye” and those opposed, “no.” 

. . . A vote was taken on the appeal and the appeal was 
defeated. ... 

SPEAKER ASKEY: The Speaker is upheld. 

Dr. Bruck, will you continue? 

Dr. Bruck: The third addition is as follows: 

Dr. Louis J. Recan: I question the authority of the 
Council to introduce this third matter at this time. It is a 
distinctly prejudicial Constitutional Amendment to lay be- 
fore the House and will be heard in the proper time. 

Speaker Askey: Your Speaker was upheld in his deci- 
sion and unless that were overthrown, it will stand. 

Do you wish to move a reconsideration of the appeal? 

Dr. Louis J. Recan: No, sir. I think you misunderstand. 
I am referring to No. 3 which Dr. Bruck is starting to 
introduce now. It refers to an Amendment which was laid 
on a table for one year and it should come up here in the 
proper time. The introduction of this has the effect of 
distinctly prejudicing this body in reference to this Amend- 
ment, before it is even referred to the Reference Committee. 
I question ‘the authority of the Council to present this at 
this time. 

SpeaKerR Askey: Dr. Regan, for the information of the 
Chair, what is your point as to the time it might be intro- 
duced? 

Dr. Recan: At the time the Reference Committee makes 
its report on this Amendment. If we start out to intro- 
duce this at this time the effect of this will be prejudicial 
to the Council at this time. 


Speaker Askey: Your Chairman will rule that it will be 
a question of that type and, since there is to be open dis- 
cussion of this, that the Chairman of the Council may 
present that at the time of the consideration of the other 
amendments which will be the first order of business of 
the Second House. 


Dr. Bruck, if you will present that at that time, instead 
of now, I will so rule. 

Dr. Bruck: Thank you, Mr. Speaker. 

SPEAKER ASKEY: The report of the Chairman of the 
Council and the Report of the Council as presented by the 
Chairman of the Council will: be referred to Reference 
Committee No. 2. 

The Report of the Trustees of the California Medical 
Association, Dr. Sam J. McClendon, is next. Mr. Presi- 
dent, do you have a supplemental report? 

PresipeNt SAM J. McCienvon: No, Mr. Speaker. The 
report has been published in the bulletin and it is sub- 
mitted as reported in the bulletin. 
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SPEAKER ASKEY: The report as given will be referred to 
Reference Committee No. 1. The Report of the Auditing 
Committee, Sidney J. Shipman, Chairman. 


Dr. Siney J. SHrpman: Mr. Speaker and Members of 
the House: There is no additional report from the Audit- 
ing Committee beyond the report that has been printed. 


SpEAKER AskEY: The Report of the Auditing Committee 
will be referred to Reference Committee No. 1. 


The Report of the Secretary, Dr. L. Henry Garland. 

Dr. L. Henry Garvanp: There is no additional report. 

SpeAKER AskEY: The Report of the Secretary will be 
referred to Reference Committee No. 2. 


The Report of the Executive Secretary. Mr. Hunton, 
do you have an additional report? 


Mr. Joun Hunton: No additional report. 


SPEAKER ASKEY: The Report of the Executive Secretary 
will be referred to Reference Committee No. 2. 

At this time a recess was to be called, as announced, for 
the California Physicians’ Service. That is called for 8:30 
tonight. It appears at this time on your Bulletin and as the 
order of business it is being called to your attention, 

The next is the Report of the Editor, Dr. Dwight L. 
Wilbur. 

Dr. Dwicut L. Witsur: No additional report, Mr. 
Speaker. 

SPEAKER ASKEY: The report as printed will be referred 
to Reference Committee No. 1. 


The Reports of the District Councilors. Do any District 
Councilors have any additional, supplemental reports in 
addition to those they have rendered? Hearing no reports 
of a supplemental nature, I refer all Reports of the District 
Councilors to Reference Committee No. 1. 

The Reports of the Councilors-at-large. Do any Coun- 
cilors-at-large have any additional supplemental reports to 
make to those already printed? Hearing none, I refer 
those reports to Reference Committee No. 1. 

The Report of the General Counsel, Hartley F. Peart. 
Is there an additional report? Mr. Hassard, an associate of 
Mr. Peart. 

Mr. Hassarp: No additional report beyond the report as 
printed. 

SPEAKER AsKEY: Thank you, Mr. Hassard. As there is 
no additional report to the General Counsel, I will refer 
it to Reference Committee No. 1. 

The Reports of Standing and Special Committees. 

The first of the Standing Committees is the Executive 
Committee, Dr. Shipman, and do you have a supplemental 
report? 

Dr. Sipney J. SHrpMAn: No additional report. 

SPEAKER AsKEY: That will be referred to Reference 
Committee No. 1. 

The next is the Committee on Associated Societies and 
Technical Groups—Anthony B. Diepenbrock. 

If there is no additional report, it will be referred to 
Reference Committee No. 1. 

The next is the Committee on Audits, Dr. Shipman. 

Dr. SHipMAN: No additional report. 

Speaker Askey: It will be referred to Reference Com- 
mittee No. 1. 

The Committee on Health and Public Instruction, George 
M. Uhl. 

If there is no additional report it will be referred to 
Reference Committee No. 1. 

The Committee on History and Obituaries, Morton R. 
Gibbons, Sr. 

If there is no additional report it will be referred to 
Reference Committee No. 1. 

The Committee on Hospitals, Dispensaries, and Clinics, 
Clarence E. Rees. 

If there is no additional report, it will be referred to 
Reference Committee No. 1. 
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The Committee on Industrial Practice, Donald Cass. 

Is there an additional report? If there is no additional 
report, it will be referred to Reference Committee No. 1. 

The Committee on Medical Defense, William A. Key. 

If there is no additional report, it will be referred to 
Reference Committee ‘No. 1. 

The Committee on Medical Economics, H. Gordon Mac- 
Lean. 

Dr. H. Gorvon MacLean: No additional report. 

SPEAKER ASKEY: The report as printed will be referred 
to Reference Committee No. 1. 

The Report of the Committee on Medical Education and 
Medical Institutions, B. O. Raulston. 

If there is no additional report, the report as printed 
will be referred to Reference Committee No. 1. 

The Committee on Organization and Membership, Carl 
L. Mulfinger. 

Dr. Cart L. Mutrincer: There is no additional report. 

SPEAKER AsKeEyY: It will be referred to Reference Com- 
mittee No. 1. 

The Report of the Committee on Postgraduate Activities, 
John C. Ruddock. 

Dr. Joun C. Rupvockx: No additional report. 

SPEAKER AsKEyY: It will be referred to Reference Com- 
mittee No. 1. 

The Report of the Committee on Publications, George W. 
Walker. 

If there is no supplemental report, it will be referred to 
Reference Committee No. 1. 

The Committee on Public Policy and Legislation, Dwight 
H. Murray. 

I believe there is a supplemental report from Dr. Murray 
who should report to us on the development of the legis- 
lative matters to date because many things have happened 
since his report was printed. 

Dr. Murray, do you desire to report? 

Dr. Dwight Murray, Trustee of the American Medical 
Association! 


Legislative Committee 


Dr. Dwicht H. Murray (Chairman, Legislative Com- 
mittee): Mr. Speaker, Members of the House of Delegates: 
It is with great pleasure that I give you a report of some of 
the activities of the Legislative Committee during the past 
few months. The report, as it appears in the Pre-Conven- 
tion Bulletin, is a little inadequate but sometimes it is 
probably best not to write all of the things that have been 
done so some of the things were left out that I wish to 
speak about and also I wish to bring your information up 
to date insofar as I can on what has happened in Sacra- 
mento. 


This Session of the Legislature is different from other 
Sessions. We have experienced probably no two Sessions 
the same, but this is different in that there are so many 
more bills and so many more things of great importance 
to the medical profession that it has been quite a job to 
keep up with them. It continues to be quite a problem, 
because there are so many things that are still unsettled 
in the Legislature. 

I will call your attention rather briefly to some of the 
things that have gone on there and try to tell you our 
position as nearly as I can. First of all, the entire medical 
profession of the State, I think, is interested in the anti- 
vivisection bills. As you know, the anti-vivisection move- 
ment has been pretty prominent throughout the country. 
Many states have gone through what we are going through 
at the present time, and that is a fight in the Legislature 
over the anti-vivisection movement. The most prominent 
of them probably was the State of New York. They had 
quite a struggle in the State of New York and they were 
successful in solving their problem, I think, in a way that 
will not cause them any trouble from now on. 
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The first bill that we had here on anti-vivisection was 
Assembly Bill 2026. At the time hearings were held, a 
representative of the medical schools of the State came 
forward and presented the problem in a very efficient 
manner, so efficiently that the bill was tabled in committee. 
This was only on the Assembly side. 


Now we still have another anti-vivisection bill. You 
know, they are not quite satisfied with just one bill. If 
they can’t get in through one alley, they will try the 
other, so, apparently, now he have another bill pending 
before the Legislative Committee. 

If you read the San Francisco Examiner—I didn’t see 
the Los Angeles Examiner but it is probably the same 
thing—this morning you will see where there was quite 
a lot to say about it. This is Assembly Bill 2307 and it has 
some amendments to it. It was up yesterday afternoon. At 
that time there was considerable pressure being brought on 
the Legislature, particularly from the southern part of the 
State, to pass this bill. For instance, the sponsor of the 
bill brought in two big baskets of letters. He said, “There 
are tén thousand letters here all in support of this bill and 
I understand there are about fifty thousand others that are 
on the way.” Now that means that there will be consid- 
erable pressure and that bill will be amended and we will 
hear later from it. 

I can visualize, although I don’t see any of the deans 
here this afternoon from the medical schools, us sending 
an SOS to all the medical schools of the State to come 
up and help us, and I am sure they will answer. 


The Board of Medical Examiners had quite a number 
of bills that have been introduced. Most of them have been 
introduced on the Senate side. According to the Board of 
Medical Examiners and according to our own attorney at 
the California Medical Association, they are bills that are 
helpful to the medical practice generally. 

There is another bill, Senate Bill 237. The chiropodists 
want to be called chiropodist-physicians. It doesn’t amount 
to much. They just want to add the term, “physician” in 
order that they may qualify under the Labor Code; in other 
words, they wish to take care of compensation cases. 
That was tabled without any great difficulty. 

Then the Public Health Department has introduced a 
number of bills, some of them particularly having to do 
with the counties’ care of tuberculars. That is past the 
committee. 

Also, the Public Health Department wants to have a 
bill for the extension of the Public Health Service to all 
of the Public Health Services, to all of the counties. That 
was in for some amendments and there were some amend- 
ments introduced. -This was heard in Committee yesterday 
afternoon. Some of the amendments introduced called for 
considerable argument and discussion, but that will be 
re-heard. Of course, that bill carried an appropriation, so 
it will have to go to the Ways and Means Committee and 
it will probably be quite a while before we will hear from 
that. 

The Hospital Construction Act, Senate Bill 353, and one 
in which we are all interested, I am sure, because it is 
the means of getting more hospital beds in California, is 
up right now. Everybody in California is keenly aware of 
the need of hospital beds. The Legislators, particularly, 
say without any fear of criticism, “We don’t care what 
takes place or what goes on; if there is any way to get 
hospital beds in the hospitals in California, we want to 
do it.” That bill was amended in the Assembly to include 
voluntary hospitals. As the bill was originally written, it 
was only made possible for the county hospitals to be 
recognized in this Act, but now it has been extended to 
voluntary hospitals. 

That will carry then a Constitutional Amendment which 
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will have to be before the voters and the Governor, and 
everybody will be very much interested in passing this. 
We will have the assistance of the Governor in getting the 
Constitutional Amendment passed before the people at the 
next election so we feel that it is certainly a very worth- 
while bill now. 

Then there is Senate Bill 512 that has to do with the 
establishment of hospital districts. The bill passed the 
last Session of the Legislature and this would enable any 
district in any community to form a_ hospital district, 
something like our sanitation districts, and things of that 
type. 

The California Medical Association wanted some ‘safe- 
guards around the staffs of these hospitals and they wanted 
these hospitals to be so built that their standards would 
conform to the standards of the American College of 
Surgeons. 

That met with a great storm of protest. The osteopaths 
came up in great numbers. They chartered two planes from 
Los Angeles and there were great numbers from all over 
the State. The halls were full of osteopaths; they were in 
the committee room and they were so crowded that nobody 
else could get in. 

The Committee was of the opinion that as public funds 
were to be used for this, as these hospitals were being con- 
structed out of public funds, there should be no limitation 
placed on the standards; that is, they don’t wish to make 
the standards mandatory. However, if County XYZ desires 
to place such a restriction or have such a regulation in 
its hospital, that will be perfectly proper. That bill has 
only passed the Senate Committee and you may hear from 
that later on. I don’t know just how that will work out 
yet, but it won’t be too bad, I feel. 

Then we have Senate Bill 62. That is the naturopaths’ 
bill. That failed in Committee but it is to be amended. 
They want to take out the surgical aspect and, of course, 
the naturopaths weren’t asking for very much. They wanted 
to do surgery and obstetrics and a few other little minor 
things. That was to: be amended and changed and it’ will 
probably be brought up for hearing tomorrow, but it will 
probably be postponed. 

And then there are Senate Bills 112 and 1238. The 
optometrists wanted to have the privilege, if some child 
came in and was examined and needed glasses, to say, 
“Well, now, here, you need glasses and you go down here 
to So and So and get your glasses.” That was very ably 
defeated, largely through the efforts of the California 
Medical Association. Dr. Madeley of Vallejo appeared for 
that. He is, as you know, one of the Trustees of the Cali- 
fornia Physicians’ Service. 

Then a bill that caused quite a little disturbance, be- 
cause there is always a little bit of disturbance anyway 
when women get to fussing about things. This was about 
the trained attendants. The nurses wanted to have a course 
of training of nine months in the hospital and people 
who would take this training would then have to pass an 
examination before the Board of Nurse Examiners, and 
they would then be licensed as trained attendants. Well, 
of course, we need more nurses in California but we didn’t 
feel that that was quite the solution to the problem. The 
hospitals were very much opposed to it and that bill was 
tabled by committee. The committee tabled it because 
there was one group of women arguing one way and 
another group arguing on the other side, so there wasn’t 
anything for the Legislators to do but maintain neutral 
ground. All being married, they understood. 

Now there is one bill I know you are very much inter- 
ested in and that is the Governor’s bill. In the Senate it is 
Bill 788, and in the Assembly it is Bill 1500. It was heard 
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in the Senate before the Committee and it was there some 
of our erstwhile friends of the medical profession took 
occasion to speak in behalf of the bill. Right now I want 
to say that it is most disturbing to have a doctor, a man 
who has been a member of this House of Delegates, a man 
who had a lot to say to this House of Delegates at one 
time, get up before this Committee and argue in favor of 
that bill. It doesn’t speak well for the profession. Certainly 
when we have all worked so hard against this bill, to have 
a doctor get up and talk for it is certainly—it doesn’t 
go well. 

However, the bill was very ably opposed by members of 
the California Medical Association. Our President, Dr. 
McClendon, the Chairman of the Council, Dr. Bruck, our 
Executive Secretary, Mr. Hunton, and our attorney were 
in there giving us advice and telling us what were the best 
things to do, and the bill had a very fine ending. I say, 
“ending”; it seemed to be an ending, that is, so far as 
the Senate is concerned. After hearing the proponents and 
opponents of the bill, the committee decided to take it 
under advisement. That is a rather strange thing for a com- 
mittee to do, but it seems that it is equal to tabling the 
bill, so we feel that so far as that bill is concerned in the 
Senate, it is tabled. Now in the Senate, they never vote 
to withdraw a bill from Committee. That has been a rule 
of the Senate for years and we don’t expect it to be 
changed. Just what they are going to do with the bill in 
the Assembly, we could not know. We have heard rumors 
to the effect that they will amend the bill—that is Assembly 
Bill 1500, which is the identical bill of Senate Bill 788— 
to make it cover catastrophic illnesses. 


You know, when the Governor’s bill first came out and 
even before it came out, it was supposed to cover all 
catastrophic illnesses. Now, we don’t know, but we think 
that probably that will be their next move in the Assembly 
and, if that is the case, why, that will be a new fight all 
over again, which brings me to the point that we are 
nowhere near through with this thing of compulsory health 
insurance. 

Somebody asked me in the lobby a while ago if I thought 
we were through. This was the answer I gave him. I said, 
“I feel that we are somewhere near the middle of the 
stream and to which bank we are closest, I am sure I don’t 
know, but I know, and I do know without any question of 
a doubt, that we have a long way to go.” 


I want to say a few words more. Gentlemen, I feel that 
so far as we are concerned in the Legislature, we are in a 
better condition now than we have been at any time since 
I have been going to the Legislature, and that was in 
1940. I feel that the Legislators have very great respect 
now for the medical profession, more than they have had 
at any time before. I feel that they know more about our 
problems and are in sympathy with solving them the way 
they should be solved. They feel that the compulsory way 
is not the solution to the problem. Now why is that, I 
might ask. That isn’t due to anything that your Legislative 
Committee has done. That is not due to any particular 
thing that any one person has done, but it is due to the 
combined efforts that the medical profession has been 
exerting for some time. 

For instance, you were very busy in the elections last 
fall. You got out and you interested yourselves in the 
campaigns, which you had a perfect right to do. If you 
hadn’t done it, you would have been derelict in your duty. 
That effort is felt in the Legislature and it is felt very 
keenly. 

I want to take this opportunity to thank the various 
doctors, the various county societies and the officers par- 
ticularly and the Council of the California Medical Asso- 
ciation for their assistance in all of these problems. You 
know, this legislative work is not a fair weather job. We 
are doing legislative work, if you want to call it that— 
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some people prefer to call it politics—every day in the 
year regardless of whether the Legislature is in Session 
or not. Gentlemen, I want to thank you for the very effi- 
cient job that you have done. As has been said before, it 
is not from the efforts of any one or any two or any 
group, but it has been through the combined efforts of 
the California Medical Association and the efforts that 
have been put forth by its long-range program. 

I can say that the program that has been adopted and 
has been followed out, I think, has been most successful. 
And I think that, without the efforts that you gentlemen 
have put forth and without this long-range program, we 
would not be in as good a position as we are. Let us hope 
that we can continue with the united front to battle this 
thing. I hope that sometime before I die I can say that 
we are clear across the stream and we don’t have to worry 
about it any more. (Applause.) 

SpeAKEeR AsSKEY: Thank you, Dr. Murray. 


Dr. Murray’s report, with the supplemental addition 


which he made, will be referred to Reference Committee 
No. 1. 


Next is the Report of the Committee on Scientific Work 
(Annual Session), Dr. L. Henry Garland. 


Dr. L. Henry Gartanp: I would like to make a supple- 
mental report. 


Speaker Askey: If you will, please. 

Dr. Gartanp: Mr. Speaker: As you are well aware, this 
seventy-six-year-old body called the C.M.A. is still grow- 
ing and growing very fast. The meeting places are now 
too small to permit holding the convention in any one 
hotel. In spite of the best efforts of your committee this 
year to plan the meeting rooms for the various sessions 
and joint meetings, every room overflowed except one. Our 
apologies are due especially to the Section on General 
Practice. 

The Committee would like to have you re-read the short 
report on page seventeen of this [Pre-Convention Bulletin] 
booklet—not now, but when you have the time later, and 
then have you speak to your own sections tomorrow be- 
cause your Committee has a certain suggestion in the 
second paragraph dealing with future meetings. 

The Committee would also like to direct your attention 
to the inside front cover of your program which makes a 
specific request [regarding time limits for speakers]. This 
is doubly necessary this year in view of the fact that so 
many of the rooms are too small, The Committee fears 
that in future years it will be essential to meet in multiple 
hotels or else, perhaps, meet in trailers and tents. Thank 
you. (Applause.) 


SPEAKER ASKEY: The report is referred to Reference 
Committee No. 1. 

The next is the Report of the Cancer Commission, Lyell 
C. Kinney, Chairman. 

Is there an additional report, Dr. Kinney? If not, this 
report will be referred to Reference Committee No. 1. 

The Report of the Editorial Board, Dwight L. Wilbur. 

Dr. Dwicut L. Witsur: No additional report. 


SPEAKER ASKEY: The Report of the Editbrial Board will 
be referred to Reference Committee No. 1. 

Next we take up the Reports of Special Committees. 
The first is the Report of the Delegates to the American 
Medical Association, Sam J. McClendon. 


Dr. Sam J. McCienpon: Mr. Speaker! 

Speaker Askey: Dr. McClendon! 

Dr. McCienpon: There has been no additional report 
concerning the activities of your delegation to the Amer- 
ican Medical Association and I would like to give a brief 
report relative thereto. 

As you know, at the present time, California has been 
accorded an additional delegate so we will now have nine 
delegates to the American Medical Association, which 





384 


makes us, I believe, the third largest delegation in the 
United States. As Chairman of this Delegation for the past 
two years, I have been very interested in the activities of 
the American Medical Association particularly with ref- 
erence to the stimulation of certain forward-looking pro- 
grams of the American Medical Association. The delega- 
tion has been particularly interested in seeing that the 
American Medical Association does its own job of public 
relations. As you know, in the past years, there has been 
a tendency of the American Medical Association to relegate 
its spokesmanship to one or two individuals and to have 
a contact office in Washington and to let the work of the 
public relations and public policy be done by the State 
Associations without a national program from that stand- 
point. 

I am glad to say that, largely through the stimulation 
of the California Delegation, the American Medical Asso- 
ciation has been completely reorganized. We now have an 
able General Manager in Dr. George Lull, who is doing a 
good job. I feel, and I think our Delegation feels, he is. 

Also, the A.M.A. now has a public relations counsel and 
the public relations of the organization are now routed 
through the General Manager’s Office, and all work of the 
public relations counsel and all publicity pertinent to the 
A.M.A. and all council bureaus are consummated through 
the one office. 


I am also glad to say that the American Medical Asso- 
ciation has been stimulated from the standpoint of the 
Washington activities. We now have a representative in 
the Washington office of the A.M.A. who is functioning, 
and I feel that this functioning is largely due to the stimu- 
lation of the California Delegation and through our efforts 
in connection with the United Public Health League which 
we have sponsored for so many years. 

We feel as a California Delegation that, if and when 
the American Medical Association assumes its proper re- 
sponsibilities from the standpoint of public policy and 
legislation and public relations, perhaps we may in Cali- 
fornia delegate the duties of the United Public Health 
League to the American Medical Association. We feel that 
from the standpoint of the Delegation, the A.M.A. Delega- 
tion, every member of it has done a good job. 

We, as the House of Delegates, should give due credit 
for the good, hard work of these Delegates, who have been 
to meetings, and served so faithfully. I, as Chairman, can 
certainly commend them for their efforts not only on behalf 
of the national medical policies but in behalf of the things 
that pertain particularly to California. California has been 
on the firing line as a guinea pig for all kinds of social 
experiments and public legislation. We are all, as Dele- 
gates to the American Medical Association, standing on 
the basis of voluntary enterprise and also we believe that 
the American Medical Association should take the stand 
and occupy the proper position as the spokesman for 
American Medicine. (Applause.) 


SpeEAKER ASKEY: Dr. McClendon’s report will be referred 
to Reference Committee No. 1. 


The next is the Supplemental Report of the Physicians’ 
Benevolence Committee, Axcel E. Anderson. 

Is there a supplemental report, Dr. Anderson? Hearing 
none, this report will be referred to Reference Committee 
No. 1. 

At this time your Speaker is going to stand outside his 
role a little bit and call attention to the benevolence of the 
Los Angeles County Medical Physicians’ Association whose 
beautiful car is out in the lobby. I hope you will all see 
fit to donate to that Association so that they may in turn 
give you the chance of being donated the Cadillac. This 
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does not need any reference except a reference to your 
heart to help with this worthy cause. 

The next is the Advisory Planning Committee, Mr. John 
Hunton. 


Mr. Joun Hunton: There is no additional report, Mr. 
Speaker. 


Speaker Askey: There is no additional report at this 
time so this report is referred to Reference Committee 
No. 1. 

We come now to Old and Unfinished Business. This 
would take up the Constitutional Amendments or By-Law 
Amendments which have been proposed, which have been 
lying on the table for one year and will be considered as 
the first order of business at the Second Meeting of this 
House of Delegates in the afternoon of Friday at 4:30. 

However, for presentation to you at this time I will ask 
the Secretary to read those Constitutional Amendments so 
that they may be before the House and your attention. 


PREVIOUSLY PROPOSED AMENDMENTS 
TO C.M.A. CONSTITUTION 


SecRETARY GARLAND: Mr. Speaker and Members: 


Constitutional Amendment Resolution No. 1 
Be It Resolved, That Section 12 of Article X of the 
Constitution of the California Medical Association is hereby 
repealed. 
Constitutional Amendment Resolution No. 2 
Resolved, That the Constitution of the California Medical 
Assocation shall be amended: 


1. By deleting from Article VII, Section 1, Paragraph 4, 
the words, in line 6 thereof, “or more”; 


2. By adding to Article VII, Section 1, Paragraph 4, at 
the end thereof, the words, “and provided further that 
when any one councilor district shall have more than 1,500 
members, one additional councilor-at-large for each addi- 
tional 750 members or major fraction thereof shall be 
elected from its membership”; 


3. By adding to Article X, Section 1, Paragraph 1, at 
the end thereof, the word, “plus the additional councilors- 
at-large, as provided herein, in Article VII, Section 1”; 


4, By adding to Article X, Section 6, Paragraph 1, at 
the end thereof, the sentence, “Additional councilors-at- 
large, as provided herein, shall be elected each year when 
a vacancy exists or is created by increased membership in 
a councilor district”; and 


5. By changing Article X, Section 9, Paragraph 3, there- 
of, to read as follows: “When a component county society 
shall have fifteen hundred members two of the councilors- 
at-large shall be elected from its membership; and when 
a component county society shall have more than 1,500 
members, one additional councilor-at-large for each addi- 
tional 750 members or major fraction thereof, as herein 
provided, shall be elected from its membership. The dis- 
trict councilor and two of the councilors-at-large shall be 
elected in different years in calendar sequence. The addi- 
tional councilors-at-large shall be elected as herein pro- 


vided.” 


SpeAKER AskEy: These are Constitutional Amendments 
and, following the custom of this House, they will be re- 
ferred for recommendation to Reference Committee No. 3. 

At this time I might state that Constitutional Amend- 
ments cannot be amended, deleted or added to. They must 
be voted on as they have been printed in our Journal and 
as presented to the House. 
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At this time, Mr. Secretary, are there any others or any 
Old or Unfinished Business? 


SecRETARY GARLAND: Mr. Speaker, there are no others 
or no Old or Unfinished Business. 


SPEAKER ASKEyY: At this time the floor will be open to 
New Business. New Business includes the introduction of 
any Constitutional Amendments, any By-Law Amendments. 
I must call attention to the fact that Constitutional Amend- 
ments must lie on the table for one year and By-Law 
Amendments may be introduced at this Session and after 
twenty-four hours, which would be at the next Session of 
the House, on Friday, be voted upon. A change in the 
Constitution or a Constitutional Amendment requires in 
all cases a two-thirds vote of the House of Delegates. 


At this time I will hereby refer and lay on the table 
for one year the Constitutional Amendment which was 
presented by Council of this Association and read by 
Dr. Bruck and it is therefore laid on the table for action 
of the next Session of this House of Delegates in one 
year’s time. 


The Chair will now open the floor for the introduction 
of New Business. May I state that it might be expedient, 
as it is now around twenty-four minutes of six, to limit 
ourselves or to think of the time in which you wish to 
recess until the meeting tonight. The meeting tonight will 
be C.P.S. discussion and it will take considerable time. Is 
it your wish to recess at this time before the discussion or 
do you wish to go ahead with the introduction of resolu- 
tions at this time and then recess later? 

Dr. Cuine: I move that we recess until 7:30. 

Dr. Suipman: I will second the motion. 

SPEAKER ASKEY: There is a motion which has been 
seconded that the House recess until 7:30 tonight at which 
time we would have the presentation of resolutions and any 
New Business which may occur. Is there any discussion? 

. .. There being no discussion, the motion was put to a 
vote and the motion was lost... . 

SPEAKER ASKEY: The House is now open for the intro- 
duction of Constitutional Amendments or New Business, 
resolutions. 

Dr. Ertc A. Royston (Los Angeles) : 


Resolution Number 1 


Wuereas, The American Medical Association, through 
its House of Delegates, has urged that every approved hos- 
pital in the United States establish on its staff a Section 
on General Practice; Therefore, Be It 


Resolved, That the California Medical Association, 
through its House of Delegates, direct its Council to com- 
municate the above action of the American Medical Asso- 


ciation to the Superintendent of every approved hospital 
in California; And, Further, Be It 


Resolved, That the California Medical Association, 
through its House of Delegates, directs its Council to in- 
form the Superintendent of every approved hospital in 
California that the California Medical Association endorses 
this action of the American Medical Association; And, 
Therefore, Be It 


Resolved, That the California Medical Association, 
through its House of Delegates, directs its Council to re- 
quest the Superintendent of every approved hospital in 
California to take all measures to facilitate the formation 
of a Section on General Practice on the staff of his hos- 
pital with a minimum of delay, so that the doctors doing 
General Practice may be better able to hospitalize their 
patients under California Physicians’ Service and other 
similar voluntary insurance plans; and also to give better 
care to their private patients who are already bitterly com- 
plaining about the lack of hospital facilities afforded to 
the doctor of their choice. 
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SPEAKER ASKEY: This resolution will be referred to 
Reference Committee No. 3. 
Dr. Royston: 


Resolution Number 2 


Wuereas, California Physicians’ Service is the brain- 
child of the California Medical Association; And 

Wuereas, The family doctor, or in medical parlance the 
doctor engaged in General Practice, is doing most of the 
California Physicians’ Service work; Therefore, Be It 

Resolved, That the California Medical Association, 
through its House of Delegates, directs its Council to re- 
quest the Superintendent of every approved hospital im 
California to arrange without delay for the doctors on the 
General Practice Section of its Staff to be admitted to alk 
departments of the hospital so that these doctors may be 
able to give better care to their California Physicians” 
Service patients, and patients of other similar voluntary 
insurance plans, as well as their private patients. 

Speaker AskKeEy: This resolution will 
Reference Committee No. 3. 

Dr. Royston: 


be referred to 


Resolution Number 3 


Wuereas, Broadcasts on public health subjects or topics 
related to medical practice, when presented in good 
dramatized or other manner can become important educa- 
tional factors for the public; And 


Wuereas, The American Medical Association and the 
Los Angeles County Medical Association have been able 
to secure valuable radio time without cost over various 
stations, And 

Wuereas, The Los Angeles County Medical Association 
through its tri-weekly broadcasts over station KGFJ in 
April of this year was presented one of the five national 
awards for programs of greatest public interest; And 

Wuereas, Recordings of the Los Angeles programs may 
be secured at nominal cost for use over local stations in 
other counties of California; And 


Wuereas, These broadcasts have been shown to be of 
great value; Therefore, Be It 

Resolved, That the attention of the California MedicaP 
Association council be called thereto, with instructions to 
consider whether such a plan would not be preferable to 
the present expensive, childish, naive, radio program en- 
titled California Caravan. 

(Applause. ) 


SpEAKER ASKEY: This resolution will be referred to 
Reference Committee No. 3. 


Are there further resolutions? 
Dr. Lawson! 
Dr. T. C. Lawson (Alameda County) : 


Resolution Number 4 


AMENDMENT TO SEcTION 8(b) CHaprTer II or THE By- 
Laws oF CALIFORNIA MEDICAL ASSOCIATION. 


Resolved, That paragraph (b) of Section 8 of Chapter 
II of the By-Laws of this association, California Medical 
Association, be and the same hereby is amended by delet- 
ing the words, “at least six months,” and by deleting the 
remainder of the paragraph beginning, “. . . provided, how- 
ever, . . .”, so that said section shall hereafter read as 


follows: 


“Section 8—Component County Society Membership 
“(a) Lists to be Sent to Secretary-Treasurer 
“It shall be the duty of the secretary of each com- 
ponent county society to furnish the Secretary-Treasurer 
before the first day of March of each year a list of names 
and addresses of all members in good standing on the 
first day of January of each year, and to notify in writ- 
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ing the Secretary-Treasurer of this Association monthly 
of all changes in membership of the component county 
society, with corresponding changes of address. 

“(b) Residence Period Required 


“No doctor of medicine, otherwise qualified for mem- 
bership in this Association, shall be elected to member- 
ship in a component county society, unless he shall have 
actually established his residence in the county prior to 
the date upon which his application for such member- 
ship is acted upon.” 

SPEAKER AsSKEY: This Amendment to the By-Laws will 
be referred to Reference Committee No. 3 and will be 
acted upon at our next meeting. It requires a two-thirds 
vote. 

Are there further resolutions to come before this House? 

Your name? 

Dr. Ratpu T. SmitH (Pomona County): I am Dr. Ralph 
T. Smith of Pomona. 

This has to do with the directory. 


Resolution Number 5 


Wuereas, The California Medical Association formerly 
published a directory of its members, which directory was 
of great value to every member of the Association and to 
the public as well; Therefore, Be It 

Resolved, That the House of Delegates direct the Council 
to resume publication of such a directory at the earliest 
practicable time. 

SpeaKer AsKeY: Your first resolution will be referred 
to Reference Committee No. 3. 

Dr. SMITH: 


Resolution Number 6 


Wueneas, Instructions were given by former Houses of 
Delegates of the California Medical Association to author- 


ize annual session prizes for scientific exhibits and scien- 
tific papers of superior merit; And 

Wuereas, During World War II years, the system fell 
into disuse; And 

Wuereas, Such money prizes with embossed certificates 
of award are incentives to the presentation of high grade 
exhibits and scientific papers; Therefore, Be It 

Resolved, That this House of Delegates instructs the 
Council to provide for a first and second monetary and a 
third honorable mention prize, one series for exhibits and 
the other for scientific papers; the Council to appoint a 
Committee on Prizes consisting of three members, this 
Committee in turn to have the power to appoint a Secret 
Committee on Awards, to make recommendations to the 
Council’s Committee; And Further 

Resolved, That the monetary amount of a first prize shall 
be $100.00 and of a second prize $75.00 and honorable 
mention prize $50.00. 

SPEAKER ASKEY: This resolution will be referred to 
Reference Committee No. 3. 


Proposed Constitutional Amendment 


Dr. T. E. Reynotps (Alameda County): Mr. Speaker, 
this is a Constitutional Amendment relating to a special 
case with regard to the payment of dues for any medical 
association, and Amendment to Section 1 of Article XI of 
the Constitution of the California Medical Association. 


Resolved, That Section 1 of Article XI of the Constitu- 
tion, in this case of the California Medical Association, be 
and the same is hereby amended by adding to said Section 
paragraph headings by adding to said Section a provision 
that the House of Delegatés shall have power to reduce the 
annual per capita assessment of dues upon certain condi- 
tions and by re-phrasing said Section to read as follows: 

“Section 1—Annual Assessment of Dues—Other Sources 
of Funds—Appropriations. 

“}. Annual Dues. Funds shall be raised by special annual 
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per capita assessment of dues from the active and associate 
members, assessment of dues upon the associate members 
to be one-half of that upon, the active members. The amount 
of the assessment shall be fixed by the House of Delegates 
by majority vote of the members present and voting. 

“Waiver of Dues—War Service. Annual dues may be re- 
duced or waived with respect to those members serving in 
the armed forces of the United States during the whole or 
any part of any year. The Council may in its discretion 
refund in whole or in part from the funds of the Associa- 
tion dues paid in 1940 and in 1941 by or on behalf of 
active members if such member were at the time actually 
in the serv:ce of the armed forces of the United States. 

“Reduction of Dues—Special Cases. The House of Dele- 
gates in fixing the amount of annual dues for any year 
may at the same time provide for a reduction in annual 
dues for such year for those active members of the Asso- 
ciation who during the year are ill or injured and wholly 
unable to engage in the practice of Medicine or otherwise 
gainfully employed for a period of three or more consecu- 
tive months or for those active members who engage in 
post-graduate work during the year or for those active 
members who graduate from medical school less than five 
years prior to the first day of January in the year concerned. 

“The House of Delegates, in providing for a reduction 
of dues for any or all of the foregoing class of active 
members, may designate the amount of reduction and pro- 
ceed where such reduction may be obtained by an active 
member entitled thereto or may delegate to the Council 
the power to fix the amount of the reduction and procedure 
for obtaining same. 

“Other Sources of Funds. Special assessment funds may 
also be raised by any of the following methods: 

“1. Publications of the Association. 

“2. Voluntary contributions. 

“3. Requests, legacies, devises and gifts. 

“4, Special assessments levied by the House of Delegates; 
and 

“5. In any other manner approved by the House of 
Delegates. 

“In the event that the House of Delegates levies any spe- 
cial or other assessment other than the annual assessment 
of dues, it may, in the resolution levying the assessment, 
determine the time within which sugh assessment may 
be paid, the class or classes of members of the Association 
upon which it is levied, and the penalty, if any, including 
forfeiture or suspension of membership in this Association 
or the component county medical society, or both, to re- 
sult from non-payment thereof within the time prescribed. 

“The Appropriation of Funds. Any resolution passed and 
adopted by the House of Delegates at any regular or spe- 
cial session thereof, which provides for or contemplates 
the appropriation or expenditure of the sum of more than 
$1,000.00, shall not be effective for any purpose unless and 
until approved by the Council. All appropriations, regard- 
less of amount; approved and made by the Council, shall, 
if expended, be reported to the House of Delegates at its 
next annual session, and any unexpended portion thereof 
shall be included in the annual budget. 

“Position of Benevolence Fund. At least $1.00 out of 
the annual dues paid by each member of the Association 
shall be allocated to the Physicians’ Benevolence Fund and 
shall only be used for the purposes as set forth in the 
By-Laws.” 

SPEAKER ASKEY: Constitutional Amendments will lie 
upon the table subject to printing twice in the Journal as 
required. 


Dr. WittiamM N. Maxkarorr (Sonoma County) : 
Resolution Re: Allocation of time during one session of 
a major section each year for the discussion of medico- 


econem‘c problems of current interest and application to 
the practice of medicine: 
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Resolution Number 7 


Wuereas, The present policy of the C.M.A.-Scientific 
Program Committee has been to restrict papers and dis- 
cussion to purely scientific subjects; And 


Wuereas, The medical economic and medical political 
problems confronting organized medicine in both local, 
state, nation wide levels is requiring increasing attention, 
research and study by physicians individually and collec- 
tively; And 


Wuereas, Subjects concerning these matters are fre- 
quently only briefly presented in committee, council, or 
House of Delegate meetings where time is not sufficiently 
available nor the general convention fully represented or 
available; Be It 

Resolved, That one session of a major section of a gen- 
eral session be set aside for the presentation and discus- 
sion of problems and developments in the political, social 
and medico-economic fields. 

SPEAKER AsKEy: That will be referred to Reference 
Committee No. 3. 


Dr. MAKAROFF: 


Resolution Number 8 


Resolution Re: Industrial Cases. 


Wuereas, The Medical Profession is again facing the 
threat of Socialized Medicine; And 


Wuereas, The C.M.A. has consistently maintained that 
the patient-doctor relationship should be maintained at all 
cost; And 

Wuereas, The State Compensation 'laws as at present 
constituted permit the interference of a third party in re- 
spect to the selection of a physician, a referral to a spe- 
cialist, or the type of treatment rendered; And 

Wuereas, The said State Compensation laws do not 
permit the unhampered selection of a physician by a pa- 
tient; And 


Wuereas, The continued sufferance of the foregoing 


places a grave doubt as to the sincerity of the stand of. 


the C.M.A. relative to the patient-doctor relationship; Be 
It Therefore 


Resolved, That the Council of the C.M.A. take immedi- 
ate action to have the State laws so amended as to elimi- 
nate these undesirable features in the practice of Industrial 
Medicine in California. 

SPEAKER AsKEy: That will be referred to Reference 
Committee No. 3. 


Dr. Georce W. Catpwett (Los Angeles) : 


Resolution Number 9 


Wuereas, Section 9, Article V, of the Constitution of 
the California Medical Assocation provides that at least 
once in ten years upon recommendation of the Council or 
upon its own initiative, the House of Delegates shall form 
and group or re-group the component county societies into 


the number of Councilor Districts as provided by the Con- 


stitution; And 


Wuereas, No such grouping or regrouping has been 
made since May 8, 1929, eighteen years ago; Therefore, 
Be It 


Resolved, That the Speaker be directed to immediately 
appoint a committee of nine, none of whom are members 
of the state Council, and one of whom shall be from each 
councilor district, to survey the membership of the Asso- 
ciation by counties and to recommend a just and equitable 
regrouping according to membership to this House of Dele- 
gates for its consideration next year. 


SPEAKER AsKeEy: That resolution will be referred to 
Reference Committee No. 3. 
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Proposed Constitutional Amendment 


Resolved, That the Constitution of the California Medi- 
cal Association shall be amended by changing Article XI, 
Section 1, Paragraph 2 thereof to read as follows: 

Annual dues may be reduced or waived with respect to 
those members serving in the armed forces of the United 
States during the whole or any part of any year, and 

In respect to any member for any cause upon the recom- 
mendation of the Council or Executive Board or body with 
the respective members of the component association or 
society. 

Speaker Askey: That is a Constitutional Amendment 
and it will be laid on the table subject to the rules therefor. 

Is there anything further? 

Dr. F. J. Gasparp (Los Angeles County) : 


Resolution Number 10 


Wuereas, The functions of a coronor are intimately 
concerned with human life and death, and 

Wuereas, A civic office of such responsibility should not 
be left to haphazard political or other preference, Be It 

Resolved, That this House of Delegates goes on record as 
favoring provisions which would require candidates for the 
position of coroner to be graduates of approved medical 
schools, preferably with special training in pathology and 
toxicology, And Be it Further 

Resolved, That the Council and its officers be instructed 
to call the attention of the above to the component county 
societies and their members. 

SpeEAKER AsKEY: That will be referred to Reference 
Committee No. 3. 

At this time your Chairman will pay no more attention 
to the watch and anytime you wish to recess, if you will 
notify your Chairman, he will accept such recommendation. 

Dr. James C. Nectey (Los Angeles County) : 


Resolution Number 11 


Re: Waiver of Dues. 

Wuereas, The California Medical Association will have 
a reserve fund of approximately $750,000.00 by the end of 
this year, for which fund there is no apparent present 
need, and 

Wuereas, The bank credit of the California Medical 
Association and its power to assess members is sufficient 
to meet any emergency need, and 

Wuereas, The accumulation of large funds by a scien- 
tific and non-profit organization which can present little 
evidence of recent scientific or altruistic activity in pro- 
portion to its fund is susceptible to attack from several 
quarters, and 

Wuereas, Many of the component county medical asso- 
ciations are in need of additional funds; Therefore, Be It 

Resolved, That the California Medical Association waive 
dues for 1948 in order that those component county 
societies which so desire may raise their 1948 dues to 
replenish their treasuries. 

Speaker AskeEy: That will be referred to Reference 
Committee No. 3. 

Dr. Bryant R. Simpson (San Diego County) : 


Resolution Number 12 


Resolution to provide special membership in the Cali- 
fornia Medical Association for undergraduates, interns and 
residents, presented by San Diego County Medical Society: 


Wuereas, There are no provisions at the present time 
for undergraduates memberships in California Medical As- 
sociation, and 

Wuereas, There is no special provision for interns or 
resident memberships in California Medical Association, and 
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Wuereas, The feeling exists that such membership should 
be provided in order that these young physicians be indoc- 
trinated into regular medical practices; Be It Therefore 

Resolved, That such memberships be offered to those in 
the above classifications which will offer to them all of the 
privileges of membership in California Medical Associa- 
tion except that of voting privilege and that these member- 
ships be offered without dues. 

SPEAKER ASKEY: This resolution will be referred to 
Reference Committee No. 3. 

Dr. Harotp K. MarsHatt (Los Angeles County): This 
is a resolution regarding the United Public Health League. 


Resolution Number 13 


Wuereas, The California Medical Association has been 
expending fifteen or twenty thousand dollars annually in 
support of the United Public Health League, largely for 
the maintenance of an office in Washington, and 

Wuereas, Similar activities are now being carried on by 
the Washington office of the American Medical Associa- 
tion, thus rendering superfluous the activities of the United 
Public Health League and the large expense thereby en- 
tailed; Therefore, Be It 

Resolved, That the Council of the California Medical 
Association be instructed to terminate its financial support 
of the United Public Health League at the earliest date 
consistent with any contractual obligations which may have 
been incurred. 

SpeaKeR AskeEy: That resolution will be referred to 
Reference Committee No. 3. 

Dr. MacLean asked for the floor. 

Dr. H. Gorpon MacLean (Alameda County): 


Proposed Constitutional Amendment 


Amendment to Section 1 of Article IV of the Constitu- 
tion of the California Medical Association, Subdivision 
(f): Resolved, That Section 1 of Article IV of the Con- 
stitution of this Association of the California Medical Asso- 
ciation is hereby amended by adding to the end of the 
sections, paragraph (f) of said subdivisions the following: 


(f) Except that an active member who is gainfully 
employed ‘whether on retainer, salary or commission, 
whether retained by this Association or by any com- 
ponent county society or any corporation, association or 
organization controlled by this Association or any com- 
ponent county society, may not hold office in this Asso- 
‘ciation or be a member of this House of Delegates during 
such time as he is so gainfully employed or retained. 


As to the second paragraph of said subdivision (f) of 
Section 1 of Article IV, it shall hereby read as follows: 


Whereas, an active member shall have the right of 
sufferance privileges of the Association as an active mem- 
ber who is so gainfully employed whether the compensa- 
tion is a retainer or other method by this Association or 
by any component society or by any corporation con- 
trolled by this Association or any component county 
society but may not hold office in this Association or be 
a member of the House of Delegates during such time 
as he is so gainfully employed or retained. 

Speaker Askey: A Constitutional Amendment will be 
laid upon the table subject to the rules of such things. 

Dr. Witttram G. Donato (Alameda County): Mr. 
Speaker and Gentlemen of the House of Delegates: 


Resolution Number 14 


Wuereas, The public relations of physicians evolve from 
personal relations between patient and physician; and 

Wuereas, Good public relations are not created by pub- 
licity and political propaganda; and 

Wuereas, The California Medical Association has no de- 
partment of public relations; and 
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Wuereas, The present paid public relations counsel is 
not a part of C.M.A. but is hired under contract for pur- 
poses of political expediency to forestall compulsory health 
insurance, and is not hired to promote fundamental public 
relations between individual doctors and patients; and 

Wuereas, Publi¢ relations must be improved, first by 
the individual physician and second by the component 
county medical associations; Therefore, Be It 

Resolved, That the House of Delegates order and direct 
the Council of the C.M.A. to immediately create a Depart- 
ment of Public Relations to study the public relations be- 
tween patients and individual physicians of California, and 
to aid and advise county associations in furthering public 
relations; and Be It Finally 

Resolved, That $50,000.00 be allocated for the purposes 
of this department. 

SPEAKER ASKEY: The resolution will be referred to 
Reference Committee No. 3. 

Dr. Mulfinger! 

Dr. Cart L. Mutrincer (Los Angeles): Mr. Chairman 
and Members of the House of Delegates: This resolution 
slightly overlaps the one just read. 


Resolution Number 15 


Wuereas, Certain matters oenelnios to public relations 
and medico-economics can often be better discussed and 
acted upon at the county association level; and 

Wuenreas, The Presidents and Secretaries of the afore- 
said organizations, at state meetings quarterly or semi- 
annually, can bring more easily the results of such dis- 
cussions for ratification and action to their constituent 
bodies; Therefore, Be It 

Resolved, That the House of Delegates of the California 
Medical Association authorize such meetings at the expense 
of the respective county association, and the procedures so 
determined upon for the county level be subject to the 
ratification or amendment of the Executive Officers and 
Council of the California Medical Association, these meet- 
ings being subject to the call of three county association 
secretaries. 

SpeaKeER ASKEY: This resolution is referred to Reference 
Committee No. 3. 

Dr. Lawrence L. Craven (Los Angeles County) : 


Resolution Number 16 


Wuereas, The California Medical Association apparently 
will possess a cash reserve of about $700,000.00 at the end 
of this year for which there is no apparent need, and 

WuereAs, The high dues of the past two years have 
caused many members to resign, obtain leaves of absence 
or retire from active membership and have brought hard- 
ship to many others, and 

WuereEas, The accumulation of large amounts of money 
is unsuitable to the purposes of a scientific society, and may 
arouse suspicion as to its actual purposes and its right to 
the status of a scientific society, and 

Wuereas, It appears that the efforts of several of the 
component county societies in the field of public education 
and good public relations have been more effective than 
those of the state organization although with a compara- 
tively small expenditure of money; Therefore Be It 

Resolved, That dues to the California Medical Associa- 
tion for the year 1948 be set at $30.00; And, Be It Further 

Resolved, That each component county society be urged 
to create a public relations fund for use at the county 
level by increasings its dues by a reasonable amount. 

SPEAKER AskEyY: That resolution is referred to Reference 
Committee No. 3. 

Dr. Shephard! 

Dr. Joun Hunt SHEPHARD (Santa Clara County): The 
Delegates of the Santa Clara Medical Society by a majority 
vote of the members instructed the introduction of the 
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following resolution to the House of Delegates of the Calli- 
fornia Medical Association at the meeting April 30 to 
May 3, 1947. 


Resolution Number 17 


WHEREAS, The members of the Santa Clara County Medi- 
cal Society were active in the development of the California 
Physicians’ Service and have heartly supported the same, 
and believe that the California Physicians’ Service is the 
most wholesome means of providing voluntary health pro- 
tection and cannot be equaled by any compulsory health 
plan; and 

Wuereas, The members of the Santa Clara County Medi- 
cal Society have been willing to make all sacrifices de- 
manded by C.P.S.; and 

Wuereas, The growth of C.P.S. is rapidly removing from 
the field of the practice of medicine on the customary fee- 
for-service basis a large number of individuals who cannot 
be classed in the low-income group; and 

Wuereas, The Santa Clara County Medical Society be- 
lieves that its members are being asked to care for this 
above average income group at an unjustified economic 
sacrifice; and 

Wuereas, It appears that C.P.S. has greatly deviated 
from the original purpose for which it was founded in 
1937; Therefore, Be It 

Resolved, That the C.P.S. adopt the California median 
income as appropriate level for full coverage protection; 
And Further Be It 

Resolved, That it be the obligation of the patient to 
establish his eligibility for full medical coverage. 

SPEAKER ASKEY: The resolution is referred to Reference 
Committee No. 3. 

Dr. Rospert A. SCARBOROUGH: 


Resolution Number 18 


Wuereas, The American Medical Association has caused 
a study to be made by an independent public relations 
counsel of the needs of the American Medical Association 
with respect to public relations, as well as other phases 
of the American Medical Association’s activities; and 

Wuereas, The public relations counsel employed by the 
Amercian Medical Association has recommended that the 
American Medical Association undertake a comprehensive 
public relations program; Now, Therefore, Be It 


Resolved, That the Delegates of this Association to the 
House of Delegates of the American Medical Association 
are hereby instructed to formulate and present to the 
House of Delegates of the American Medical Association a 
suitable resolution requiring that the American Medical 
Association forthwith put into effect and fully carry out 
the recommendations of the public relations counsel (com- 
monly known as the Rich Report) at the next meeting of 
the House of Delegates of the American Medical Associa- 
tion, And Be It Further 

Resolved, That the Delegates of this Association to the 
American Medical Association use their best efforts to 
cause the House of Delegates of the American Medical 
Association to take all steps necessary to place into ¢ffect 
a sound and comprehensive public relations program on a 
nation-wide basis and carried on by the American Medical 
Association. 

SPEAKER ASKEY: 
mittee No. 3. 

Dr. SCARBOROUGH: 


This is referred to Reference Com- 


Resolution Number 19 


Wuereas, The Alameda County Medical Association has 
pioneered in this state the establishment within a County 
Medical Society of a Bureau of Medical Economics aimed 
at improving the confidential relationship between doctor 
and patient, contemplating in this manner the promotion 
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of sound and lasting good relationship between the medi- 
cal profession and the public; and 

Wuereas, Other County Societies in the San Francisco 
Bay Area have joined with the Alameda County Medical 
Association in the extension of the Bureau of Medical 
Economics to the entire San Francisco Bay Area; and 

Wuenreas, It is deemed desirable and in the best interest 
of the medical profession that Bureaus of Medical Eco- 
nomics be established in other County Societies as soon as 
such may be done properly and efficiently; Now, There- 
fore, Be It 

Resolved, That a special committee be appointed by the 
Speaker to study the purposes, objects and methods of op- 
eration of the Bureau of Medical Economics as functioning 
in the San Francisco Bay Area, and to report to the next 
annual session of the House of Delegates its findings and 
recommendations with respect to the extension of the 
Bureau of Medical Economics to other areas of the state, 
or with respect to the creation of new and additional 
Bureaus of Medical Economics in other areas of the state. 

Speaker AsKEY: This resolution will be referred to 
Reference Committee No. 3. 

Dr. E. T. RemMen: The following resolution was unani- 
mously adopted at the caucus of the Los Angeles House of 
Delegates: 


Resolution Number 20 

Wuereas, The large increase in recent years in the dues 
of the California Medical Association has encouraged 
massive expenditures by the Association in various fields 
of activity not only within the state but elsewhere, and 

Wuereas, Under such conditions it seems wise that a 
thorough and impartial study be made of the various activi- 
ties now being carried on by the California Medical Asso- 
ciation or under its sponsorship, and 

Wuereas, Large sums have been expended for radio, 
newspaper and other publicity, which work might perhaps 
be done more effectively and economically by the employ- 
ment of a full time publicist of demonstrated ability and 
experience, or by an executive secretary possessed of such 
qualifications; Therefore, Be It 

Resolved, That a special Committee on Survey is hereby 
created, to consist of seven members, selected as follows: 
Two members to be appointed by the Council and one 
member to be selected by each of the following component 
county societies: San Francisco, Los Angeles, Alameda, 
Sacramento and San Diego. The Committee shall select its 
own chairman and secretary. No member of the Council 
and no officer of the Association shall be a member of 
the Committee. The Committee on Survey shall complete 
its work and file its report with the Secretary at least three 
months before the 1948 annual session. The Secretary shall 
then immediately send copies of the report to the secretaris 
of the component county societies for the consideration of 
such societies; And, Be It Further 

Resolved, That the Council be requested to provide the 
Committee with such funds for reasonable and necessary 
expenses and with such further assistance as the Committee 
may request. 

SPEAKER ASKEY: 
Committee No. 3. 

Dr. REMMEN: 


That will be referred to Reference 


Resolution Number 21 


Wuereas, The purposes of the California Medical As- 
sociation, according to its Constitution, are to promote 
the science and art of medicine, the protection of public 
health and the betterment of the medical profession and 
to promote similar interests on the part of its component 
county societies, and 


Wuereas, In recent years this Association has largely 
lost sight of these, its proper objectives, and has instead 
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devoted a major portion of its efforts and a vast amount 
of money to political activity; Therefore, Be It 
Resolved, That this House of Delegates instruct the 
Council to direct the activities of the California Medical 
Association into fields suitable for a scientific and pro- 
fessional organization, including the following: 


1. Encouragement of laboratory and clinical research, 
possibly through grants-in-aid, and the establishment of a 
system of prizes and awards for meritorious contributions 
to medical knowledge and literature. 

2. Establishment of a library service whereby the cur- 
rent periodicals at least are made available to members 
who lack convenient access to established libraries. 

3. Study of the great shortage of nurses, the reasons 
therefor, and means of encouraging and aiding young 
women to become nurses. 

4. The development of plans for giving short post-gradu- 
ate courses or clinics throughout the year in various parts 
of the state. 

5. The encouragement of voluntary health insurance plans 
offering reasonably free choice of physicians in general for 
persons of low income level such as those of private in- 
surance companies, industries, and group prepayment 
clinics, rather than continuing heavy expenditures to pro- 
mote California Physicians’ Service, which to date has 
aroused no great enthusiasm. 

6. The training of members of the California Medical 
Association in methods of gaining the friendship, confi- 
dence and good will of their patients. 

7. Abandonment of the attitude of fear of compulsory 
health insurance which has stultified and paralyzed this 
House of Delegates since 1935 when, in panic, it actually 
sought to obtain passage of such a law, thereby encourag- 
ing proponents of such legislation everywhere. 

8. Making available group health and accident insurance 
for members of the smaller county units. 

9. Adoption of a vigorous, and a constructive program 
to bring adequate hospital and medical care to the people 
of California on a sound basis, similar to the plan recently 
adopted by the State of North Carolina on the urging of 
the state medical society where 48,000,000 dollars will be 
spent in the next five years to enlarge existing private hos- 
pitals, build new private hospitals, state mental hospitals, 
and rural health centers, to improve medical teaching 
facilities, and provide care on a non-bureaucratic basis 
for every citizen of the state whether rich or poor, and 
fmally 

10. The assuming of a spirit of optimism toward the 
future, or realization that the doctor is year by year in- 
creasing in public estimation through his scientific attain- 
ments, that his place in society is secure, and that no one 
but himself or his chosen representatives can do him serious 
harm. 

SPEAKER ASKEY: 
Committee No. 3. 

Dr. Burt L. Davis: 


That will be referred to Reference 


Resolution Number 22 


Wuereas, The California Medical Association is vitally 
interested in all plans of prepaid health and medical in- 
surance, and 

Wuereas, There is increasing public interest and demand 
for such insurance; and 


Wuereas, The existing forms of such insurance can be 
improved; Therefore, Be It 


Resolved, That this House of Delegates of the California 
Medical Association authorizes the appointment of a com- 
mittee for the purpose of studying health insurance in all 
of its phases and ramifications; And Be It Further 

Resolved, That this committee is to report to the Council 
of the California Medical Association and to the next 
meeting of the House of Delegates. 


Vol. 66, No. 6 


SPEAKER Askev: This will be referred to Reference 
Committee No. 3. 
Dr. Davis: 


Resolution Number 23 


Wuereas, There has been considerable uncertainty 
among many members of the California Medical Associa- 
tion regarding the propriety of certain types of prepaid 
medical contracts; and 

Wuereas, The ethics of such contracts have been ques- 
tioned and various differing interpretations have been de- 
rived; and 

Wuereas, This has operated to the detriment of certain 
members of the California Medical Association who did 
not feel justified in participating in experimental pro- 
cedures as long as this question remained unanswered; 
Therefore, Be It 

Resolved, That this House of Delegates of the California 
Medical Association authorizes the Council immediately to 
restate the Code of Ethics and clarify it for the benefit of 
its members! And, Be It Further 

Resolved, That this House of Delegates disapproves the 
principle that the freedom of choice of physicians may at 
some times be restricted for the sake of expediency; And, 
Be It Further 

Resolved, That this House of Delegates disapproves of 
types of contracts in which the Medical Administrator is in 
a position to benefit financially by the referral of such 
beneficiary members to members of any one group. 

SPEAKER AskeEy: That resolution will be referred to 
Reference Committee No. 3. 

Dr. Rosert W. Meats (Los Angeles County) : 


Resolution Number 24 


Wuereas, This House of Delegates last year ordered that 
a history of the California Medical Association be pre- 
pared, which work is in progress, and 

Wuenreas, Certain funds are necessary for travel, secre- 
tarial, postage and other expenses to complete the work 
properly; Therefore, Be It 

Resolved, That the Council be requestetd to provide the 
Committee on History with such reasonable sums from 
time to time as may be needed for this worthy purpose. 

SPEAKER AsKEY: This will be referred to Reference 
Committee No. 3. 


Dr. DupLey SAELTZER (Sacramento) : 


Proposed Constitutional Amendment 


Be It Resolved, That the Constitution of the California 
Medical Association be amended as follows: 


Section (f) be added to Article IV to read as follows: 
(f) Active Members 


Qualifications——The Council may elect as inactive 
members on recommendation of the component county 
society concerned any member in good standing who 
leaves his practice for a period of six or more months 
to engage in bona fide study or who leaves his practice 
by reason of protracted illness or on whom payment 
of dues will be a hardship. 

Obligations and Rights—Any, member, not paying 
dues, shall not have the individual right to vote or hold 
office nor hold an office during the period away from 
office or shall relinquish that office. 

SPEAKER AskKEy: That eis referred to Reference Com- 
mittee No. 3. 


Dr. Burt Cuurcu (Los Angeles County) : 


Resolution Number 25 


Wuereas, This House of Delegates in May, 1944, (Reso- 
lution No. 1, 1944 Session), ordered the establishment of a 
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suitable system of prizes and awards for the best research 
by internes, residents and young physicians, and 

Wuereas, The officers and Council of the California 
Medical Association have failed. to carry out this instruc: 
tion; Therefore, Be It 

Resolved, That the House of Delegates calls attention to 
its previous resolution and directs that its instructions be 
complied with. 

SPEAKER ASKEY: 
Committee No. 3. 

Dr. J. Frank Doucuty (San Joaquin County): I move 
that we recess to 8:00 o'clock. 

. .. The motion was seconded. ... 

SPEAKER ASKEY: It has been moved and seconded that 
we recess to 8:00 o’clock. Is there any discussion on this 
motion? 

. . . There being no discussion on the motion, the motion 
was put to a vote and it was carried unanimously. .. . 

SPEAKER ASKEY: Before you go I have several important 
announcements. 

Resolutions will be in order after the recess so don’t 
be afraid you won’t be heard. This Speaker will let every 
person be heard who wishes to present a resolution. 

The Chairmen of all Reference Committees are requsted 
to come to the desk and receive their reports assigned to 
them after this meeting adjourns tonight. The meeting 
places of the Reference Committees will be announced 
later. 

We will recess until 8:00 o’clock. 

... A recess was taken at 6:25 P.M.... 


POST-RECESS MEETING 


. .. The Post-Recess Meeting was called to order at 
8:15 P.M., the Vice-Speaker, Dr. L. A. Alesen, presid- 
ae 

VicE-SPEAKER ALESEN: Are there any further resolutions? 

Dr. HENDERSON: 


Resolution Number 26 


e/IEREAS, The American Medical Association and the 
avo Angeles County Medica] Association regularly obtain 
free radio time on various stations by producing programs 
of such great public interest that stations are willing to 
broadcast them as a public service, and 

w HEREAS, The California Medical Association pays com- 
mercial rates for radio time; Be It 

Resolved, That the Council be directed to attempt to 
obtain free radio time by producing programs of similar 
great public interest. 


That will be referred to Reference 


Vice-SPEAKER ALESEN: This resolution will be referred 
to Referenee Committee No. 3. 


Are there other resolutions? 
Dr. Peter Bionc (Los Angeles County) : 


Resolution Number 27 
Resolved, That the By-Laws of the California Medical 
Association shall be amended: 


1. By deleting Paragraph 1, of Section 4, of Chapter VII; 
and 


2. By adding the following as Paragraph 2, of Section 5, 
of Chapter VII: 


“Whenever the author of a paper read before this ° 


Association has not been advised by the Committee on 
Publications, or the Editor of CALIrorNIA MEDICINE 
within ninety days after the date of the reading of the 
paper, that the paper is considered suitable for publica- 
tion in the official publication of the California Medical 
Association and will be published there within a period 
of one year of the date of the reading of the paper, the 
author of the paper may, if he so desires, offer it for 
publication elsewhere.” 
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VicE-SPEAKER ALESEN: That is an Amendment to the By- 
Laws. It will be referred to Reference Committee No. 3 
and reported on Friday. It requires a two-thirds vote for 
passage. 

Are there other resolutions to be presented at this time? 

A Memser (Long Beach): 


Resolution Number 28 


Wuereas, We are the Galen Club, representing approxi- 
mately eighty doctors of medicine in Long Beach, and 

Wuereas, We are an organization which has actively 
supported the development of voluntary plans of prepaid 
medical care, and 

WHEREAS, The greater majority of our number are pro- 
fessional members of California Physicians’ Service, and 

Wuereas, The finding of our public relations committee 
have indicated a tendency toward a lack of enthusiasm on 
the part of most physicians toward whole-hearted support 
of the C.P.S. in its present form, and 

Wuereas, The whole-hearted support of the entire medi- 
cal profession is essential for the successful expansion of 
the C.P.S.; 

THEREFORE, We propose that the following resolutions 
concerning changes in the present conduct of the C.P.S. be 
given serious consideration by the members of the House 
of Delegates at their present meeting: 

1. That the present practice of paying doctors of Oste- 
opathy for treatments rendered to beneficiary members 
be discontinued. 

2. That all beneficiary membershihp cards should clearly 
indicate whether said member had an income more or less 
than $3,000 per year at the time of issue; and that the 
beneficiary in the income bracket about $3,000 be more 
clearly informed as to the indemnity. 

3. That the present fee schedules be revised to give a 
higher unit value for those operative, diagnostic, and thera- 
peutic procedures which require more than an ordinary 
amount of technical skill and training. 

Vice-SPEAKER ALESEN: That resolution will be referred 
to Reference Committee No. 3. 

Are there further resolutions to be presented at this 
time? 

Dr. Remmen! 


Dr. E. T. Remmen (Los Angeles County) : 


Resolution Number 29 


Wuereas, The Constitution and By-Laws of the Cali- 
fornia Medical Association are obsolete, outgrown and no 
longer suited to the needs of the organization; Therefore, 
Be It 


Resolved, That a committee be selected to study and re- 
vise these documents and to present a proposed revision at 
the next annual session, or at a special session of the House 
of Delegates, and that the committee be constituted as fol- 
lows: One member from each of the seven largest com- 
ponent socities, to be selected by the board of councilors 
or directors of those societies, and one member from each 
of the nine councilor districts to be appointed by the Cali- 
fornia Medical Association Council. No member of the 
committee shall be a councilor or officer of the California 
Medical Association, And Be It Also 

Resolved, That the following objectives be sought: 

1. Direct election by the membership of councilors and 
delegates. 

2. The elimination of elections of councilors and officers 
at annual conventions if practicable. 

ViceE-SPEAKER ALESEN: That will be referred to Refer- 
ence Committee No. 3. 

Are there any further resolutions to be presented at this 
time? 

Does anyone have any items of New Business to bring 
before the House? 
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If not, we are about to adjourn for the Session of the 
California Physicians’ Service. 

There are two or three announcements that we would like 
to have made at this time. 

. . . Announcements. . . . 

Vice-SPEAKER ALESEN: Now, at this time, just before we 
turn the business over to the California Physicians’ Service, 
this is your last opportunity for any New Business and 
otherwise, when this particular Session is adjourned, it is 
adjourned until the next regular meeting which is set at 
4:30 on Friday which is to be held in this room. 

If there are no other items to come before the House at 
this time, this meeting will stand adjourned until Friday. 

Dr. Goin from the California Physicians’ Service will now 
take over the meeting. 

. . . The House of Delegates recessed at 8:30 P.M... 


SECOND MEETING OF THE C.M.A. 
HOUSE OF DELEGATES 


May 2, 1947 


The Second Meeting of the House of Delegates of the 
California Medical Association, Seventy-sixth Annual Ses- 
sion of the Association and Forty-fourth Annual Session 
of the House of Delegates, was held in the music room of 
the Biltmore Hotel, Los Angeles, California, May 2, 1947. 
The meeting was called to order at 4:30 P.M. by Dr. E. 
Vincent Askey, Speaker of the House of Delegates. 

SPEAKER AsKEy: Will the Delegates please be seated? 

I will call the attention of the members of the House to 
the fact that the Delegates are to be seated in front of the 
aisle. 

Your Speaker will call for a preliminary report of the 
Chairman of the Credentials Committee, Dr. de los Reyes. 
Will you please report if there is a quorum in the House? 

Dr. pe Los Reyes: Mr. Speaker, there is a quorum. 

SPEAKER ASKEY: There being a quorum, the House is 
in order for business. 

The first order of business is the Roll Call. Your Speaker 
again at this time calls attention to the procedure in seat- 
ing Delegates. The Constitution and By-Laws of the Cali- 
fornia Medical Association state that all Delegates and 
Alternates shall be elected by their component or con- 
stituent county societies and that all Delegates who have 
been regularly elected and who have presented their cre- 
dentials to the Credentials Committee shall be seated first. 
In case there is an opening and no Delegate who has been 
regularly elected is present or if one desires not to sit, then 
a regularly elected Alternate may be seated. If there are 
no Alternates present and desiring to sit for the open seat 
of the Delegate, then, with permission of the House, any 
member of the California Medical Association from that 
constituent county may be seated. 

It has been also the rule, and it is in the Constitution, 
that the Secretary of each county society shall present a 
list of all Delegates and Alternates to the Secretary. I 
believe that has been done. It must be done if it has not 
been done. 

We will proceed, Mr. Secretary, with the Roll Call. 

. .. Dr. Garland, the Secretary, called the Roll... . 

SpeakeR Askey: The Roll Call as recorded by your 
Secretary will stand as the official Roll of this House 
which may be changed according to the rules of the By- 
Laws as established and as explained before by your 
Speaker. 

At this time the next order of business is the Secretary’s 
announcement of the Council’s selection of the place for 
the 1948 Annual Session. 

Mr. Secretary, will you announce the recommendation of 
your Council for that meeting? 

SECRETARY GARLAND: Mr. Speaker, the City of San Fran- 
cisco, by the Golden Gate, has been chosen for the 1948 
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session in order that you may have a cool meeting of the 
House of Delegates. 

There have been rumors concerning the health of our 
former Council member, Dr. Tom Kelly. We are happy to 
inform you that he is feeling better. 

Speaker AsKEy: I think we all rejoice in knowing that 
Tom is feeling better. I am certain if this Association 
would like to send Tom a telegram, it would be a magnani- 
mous gesture. A motion to send Dr. Tom Kelly a telegram 
wishing his speedy recovery is in order. 

. .. It was moved, seconded and unanimously carried 
that a telegram be sent to Dr. Tom Kelly... . 

SPEAKER ASKEY: The meeting will be held at the time 
selected by the Council in San Francisco at which time 
you will be notified. 

The By-Laws and Constitution of this society require 
that the Council fix the order of busines for this meeting. 
At the meeting yesterday morning the Council suggested 
and fixed the following order of business. It was felt by the 
Council that the full knowledge of all details that would 
be discussed later would be pertinent to start with. They, 
therefore, placed in the order of business at this spot a 
report from your Public Relations man, a member of the 
firm of Whitaker and Baxter. They placed also the presen- 
tation of the budget as recommended to you by the Council 
and the recommendations of the Council as to proposed 
dues. This is the order of business unless the House wishes 
to place it some place else. If it is your pleasure to do so, 
you have the privilege of making changes because it is 
merely the order of the business as settled by the Council. 
Following that immediately would then be the next order 
of business which is number five and which was already 
placed there by the Council. It was thought by the Council 
and so transmitted to your Speaker that, if you have no 
objections to that order of business, such a session with 
the presentation of the necessary factual things to you 
should be an Executive Session. If it is your desire, if it is 
your pleasure, your Speaker will entertain any motion 
which must come from the House. If not, the report, as is 
now my understanding, from Mr. Whitaker will be the first 
order of business. We will have his presentation first. 
Mr. Clem Whitaker will report to you on the situation of 
public relations and this will be followed by a presentation 
of the complete budget and the recommendation of dues. 

Is it your pleasure that this be an Executive Session? 

Dr. E. Eart Moopy: I move that we go into Executive 
Session. 

. .. The motion was seconded... . 


Speaker AskeEy: Is there any discussion? 


In that motion for Executive Session, your motion should 
include who is to remain in the Session. For your edifica- 
tion it has been the past procedure of this House to allow 
all accredited members of the California Medical Associa- 
tion and employees who are necessary to give information 
to this House to be present. I want to call your attention to 
the fact, before you vote, that if this Executive Session is 
called for it is your bounden duty then to maintain en- 
tirely closed the proceedings of that House until any pro- 
ceedings of this House may have been confirmed or arrived 
at in open session. You are bound by the executive ruling 
to keep inviolate the things here discussed. The motion is 
before you. 

A Mempber: A point of order. Does it include the county 
officers and executive secretaries? 

SPEAKER ASKEY: The motion before me, sir, at this time 
is solely that we go into Executive Session. Is it your 
wish that it be clarified? 

Dr. A. E. Moore: I will amend the motion so that the 
motion will read that we go into Executive Session and 
that we shall include all officers which would include mem- 
bers of the county societies and paid employees of the 
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institution and that all members of the California Medical 
Association who may be present. 

SPEAKER AsKEY: You have heard the motion. That mo- 
tion would then move that we go into Executive Session 
and that nobody be allowed except all members of the 
California Medical Association and such employees as may 
be needed for information. 

A Memser: I move to amend the motion to include all 
employees of the county medical societies. 

. . . The amendment was seconded... . 

SPEAKER ASKEY: Is there any discussion on the amend- 
ment which is to include all employees of the county medi- 
cal societies? Do you mean any such as may be designated 
by the Secretary or President of the county societies? If 
it is as it stands, is there further discussion? If not, the 
question would be on the amendment that would be the 
addition of the county medical society employees. 

. . . The motion as amended was put to a vote and it 
was carried... . 

SpeaKER ASKEY: It is carried and the motion now be- 
fore you is the motion as amended. Is there discussion 
further on this motion? 

. .. There being no further discussion, the motion as 
amended was put to a vote and it was carried... . 

SPEAKER ASKEY: It is carried. 

(The House here went into Executive Session.) 

* * e * 


SPEAKER ASKEY: We are now out of Executive Session. 

In order to clarify the thing, before we go on any longer, 
a motion would be in order that this House of Delegates, 
now in regular session, confirm the action previously taken 
by the House. (This was consideration of Amendment No. 
1, and thereby the Amendment was defeated.) 

. . It was moved and seconded that the House of 
Delegates now in regular session confirm the action pre- 
viously taken by the House; the motion was put to a vote 
and it was unanimously carried... . 

SPEAKER ASKEY: At this time the question comes before 
you on the adoption of the proposed Constitutional Amend- 
ment, number 2. Are you ready to vote? 

Dr. Moopy: I move that the vote be. cast by secret 
ballot. 

Dr. Suipman: I will second the motion. 

. . . The motion was put to a vote.... 

SpEAKER ASKEY: The opinion of the Chair is that the 
motion is carried. 

. . . The ballots were passed to the Delegates. . . . 

SPEAKER ASKEY: At this time, in order to save time, the 
President of your Association asked me to explain the man- 
ner of voting. If you want this Constitutional Amendment 
adopted, you will vote “yes”; if you want it defeated and 
not adopted, you will vote “no.” Is it understood? 

ee WORE cos 

SPEAKER AsKEy: After you have voted, if Dr. Lowell 
Goin is here, immediately after the ballots are collected, 
we will recess for the meeting of the California Physicians’ 
Service. 

Are all ballots in the hands of the tellers? If so, the 
ballot is declared closed and the tellers will, count the 
ballots and make a written report to the Secretary of this 
Association. 

At this time the House of Delegates is in recess until 
after the meeting of the California Physicians’ Service, at 
which time we will immediately re-convene. We are in 
recess. 

. .. The meeting of the House of Delegates recessed at 
i 


* 1 *” * * 


POST-RECESS MEETING 


.. . The meeting was called out of recess at 9:45 P.M., 
the Vice-Speaker, Dr. Alesen, presiding. . . . 
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Vice-SPEAKER ALESEN: The first order of business is the 
selection of the President-Elect. 


Dr. Mulfinger! 


Dr. Mutrincer: Mr. Chairman and Members of the 
House of Delegates: It is always a pleasure to nominate a 
fellow colleague who performs his duties well. I know of 
no one in this body who has more precedent, more fair- 
mindedness and who has done more hard work than our 
good friend, Dr. Vincent Askey. It is therefore a great 
pleasure that he be nominated as President-Elect of the 
California Medical Assaciation. (Hearty Applause.) 


Vice-SPEAKER ALESEN: The Chair recognizes Dr. Glenn 
Curtis of Brea. 


Dr. Gienn Curtis: Mr. Speaker, Delegates, Ladies and 
Gentlemen: The California Medical Association is a great 
organization. We are taking the leadership in scientific 
medicine. We are also taking the leadership in economical 
medicine. 

At this time I think there is no doubt that in Dr. Vincent 
Askey as the nominee for President-Elect of this Associa- 
tion, we have an outstanding doctor. We have a leader in 
the profession. It is with great honor and with pleasure 
that I second the nomination of Dr. Vincent Askey for 
President-Elect. (Applause.) 


Vice-SPEAKER ALESEN: Are there any further nomina- 
tions for the office of President-Elect? 

.. . It was moved, seconded and carried that the nomi- 
nations be closed and that the Secretary be instructed to 
cast a unanimous ballot; the motion was put to a vote and 
it was unanimously carried. . . . 

Vice-SPEAKER ALESEN: It is so ordered. 

SECRETARY GARLAND: Mr. Speaker, I hereby cast the 
ballot. 

Vice-SPEAKER ALESEN: Dr. Vincent Askey is elected as 
the President-Elect. (Rising Applause.) 

Members of the House of Delegates: I present your 
President-Elect, the Speaker of the House of Delegates, 
Dr. Vincent Askey. 

Dr. Vincent AsKEYy: Ladies and Gentlemen: There is 
nobody in the State of California and in our honored pro- 
fession who could fail to be moved by such an action. I 
can’t say more but I want to tell you deeply that I appre- 
ciate it. I will endeavor to carry out the duties of my office 
as you expect me to and as I hope I may be able. I want 
to thank you from the bottom of my heart. (Applause.) 

At this time the Chairman of the Tellers has reported 
to the Secretary the action on the vote on the Constitu- 
tional Amendment. (Constitutional Amendmerj Resolution 
No. 2.) 

Mr. Secretary, will you announce the vote? 

SECRETARY GARLAND: Mr. Speaker, the vote on behalf 
of the Amendment was thirty-eight for; and against, one 
hundred and forty-five. (Applause.) 

SPEAKER ASKEY: That constitutes a two-thirds majority 
against the Constitutional Amendment and it is not adopted. 

The next order of business is nominations for the office 
of Speaker of the House of Delegat2s. Do I hear any 
nominations? 

Dr. Crane: I wish to place in nomination the name of 
Louis A. Alesen for Speaker of the House of Delegates. 
We all know Dr. Alesen. He needs no further introduction. 
(Applause. ) 

Speaker Askey: Are there further nominations for the 
office of the Speaker of the House of Delegates? 

If I hear no nominations, they will be closed. I hear no 
nominations. I hereby declare the nominations closed. 

The Constitution states the vote must be by ballot. Is 
there a motion that the Secretary cast a ballot for Dr. 
Alesen for Speaker of the House of Delegates? 

. . . It was moved and seconded that the Secretary cast 
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a unanimous ballot for Dr. Alesen as Speaker of the House 
of Delegates; the question was called for, the motion was 
put to a vote and it was unanimously carried. . . . 

SPEAKER AsKEyY: Mr. Secretary, will you so cast? 

SEcRETARY GARLAND: I hereby cast a ballot for Dr. 
Alesen and he is elected. (Applause. ) 

SPEAKER Askey: Dr. Alesen! 

Dr. Louis A. ALESEN: Gentlemen, thank you. You are 
going to hear a lot from me next year so I won’t say a 
thing now. 

SPEAKER AsKEy: The next order of business is the elec- 
tion of the Vice-Speaker of the House of Delegates. 

Are there nominations? 

Dr. Atvin G. Foorp (Pasadena): I would like to put 
in nomination the name of Donald A. Charnock. Doctor 
Charnock has been in this state for the last forty-seven 
years. He is a graduate of the University of California. Of 
course, he wasn’t born in this state but we are sort of 
proud of Dr. Charnock as he has spent his entire medical 
career in this area of twenty-seven years. He has served 
on the Council for the last eight years and he has served 
as a Section Chairman in the California State Medical 
Association. It gives me a great deal of pleasure to nomi- 
nate a man who [| am sure will bring harmony into our 
ranks, Dr. Donald A. Charnock. 

Speaker Askey: Are there further nominations? 

Dr. J. Severy Hippen (Pasadena): Members of the 
House of Delegates: We have in Los Angeles a man who 
has served the medical profession in many capacities for 
a long time. He began his serious efforts as the first Presi- 
dent of the Public Health League of California. That was 
about fifteen years ago. It was largely through his efforts 
that it became a state-wide organization of great value. He 
has been a member of the Committee on Public Policy 
and Legislation of the California Medical Association for 
almost the same length of time. He has been a member of 
the Council of Los Angeles County Medical Association 
since about 1934. He has served as the Secretary and 
Treasurer for three years. He is the author of a compre- 
hensive history of the Los Angeles County Medical Asso- 
ciation. He was a leader in bringing out the important 
work of modernizing the Constitution and By-Laws of the 
Los Angeles County Medical Association some seven or 
eight years ago, which revisions have made it one of the 
most leading and democratic county medical associations 
in this country. He has been a factor in building the Asso- 
ciation’s group health and accident insurance and he is 
editor, as you know, of the scientific journal, Annals of 
Western Medicine and Surgery. 

It is a pleasure and a privilege for me to place in nomi- 
nation for the office of Vice-Speaker, Edmund T. Remmen, 
President of the Los Angeles County Medical Association. 

SpeaKeR AskeEy: Are there further nominations for the 
office of Vice-Speaker of the House of Delegates? 


Dr. Dave F. Dozier (Sacramento): I consider it a great 
privilege to second the nomination of Dr. Donald Charnock. 
I don’t like to think of him as being an old man in the 
practice of medicine, but I have known Don for almost 
thirty years, or another year will be thirty years, and dur- 
ing that time he has been one of our finest, soundest men 
in the practice throughout the state. It is a genuine privi- 
lege to second his nomination. (Applause.) 


Dr. Kitcore: Mr. Speaker, I feel that I ought, in justice 
to this House, to explain that we, the Native Sons, who 
were really born in California, will not hold it against Dr. 
Charnock that he wasn’t. 

SPEAKER AsKeEy: Are there further nominations for the 
office of Vice-Speaker? If I hear none, the nominations will 
be closed. I hear no further nominations; they are closed 
and the nominees before you are Dr. Donald Charnock and 
Dr. Remmen. The Secretary will please prepare the ballots 
and the tellers will spread them among you. 
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I would like to call attention to the fact that each ballot 
has a number at the top of it. Number two is the number 
of the next ballot. Number two will be spread among you. 
Please vote on it for one or the other. 

Dr. Royston, will you and your Board of Tellers please 
pass the ballots out? In the meantime, Dr. Charnock, will 
you come forward and tell us where you are from? 

Dr. Donatp A. CHARNOCK: I was born in Vancouver, 
British Columbia, but I have been here for the last forty- 
seven years. 

SPEAKER AsKEY: Dr. Remmen, do you want to come up 
here too? 

Dr. RemMEn: I am a Norwegian from North Dakota. 

ee. 

SpEAKER ASKEY: Has everybody voted? If they have, the 
ballots will be declared closed. The ballots are closed. 

The next election is that of our District Councilors. The 
first election is that of Councilor for the First District. 

The Speaker will call attention to the By-Laws by means 
of which the District Councilors are elected. Each District 
shall give to the Secretary a written nomination of one or 
more nominations. In case there is only one nominee, you 
may then either vote to elect or reject that one nominee. 
In case there are two or more nominees, you will elect or 
you will vote on the name of your choice. All elections of 
officers except as to the Delegates and Alternates to the 
American Medical Association must be marked majority 
vote. Therefore, if there are more than two nominees, the 
man that receives the lowest vote must be dropped and 
another ballot taken, unless one man has the majority of 
the votes. 

If there are questions in regard to this procedure, your 
Speaker will answer them. 

If not, the First District, consisting of Imperial, Orange, 
Riverside, San Bernardino and San Diego Counties, Herbert 
A. Johnston, Anaheim (term expiring). 

Mr. Secretary, are there nominations presented to you 
from this District and, if so, will you come to the Chair 
and announce them? 


SecrETARY GARLAND: There is a quiver of nominations 
from the First District. The name of Edward Blondin has 
been submitted by seventy-six of his colleagues from that 
District. The name of John Ball is submitted by two Dele- 
gates from that District. The name of Dr. Cherry is sub- 
mitted by one Delegate. 


Mr. Speaker, I am reminded by the President that Dr. 
Cherry is already a Councilor. 

The name of E. A. Johnston is submitted by one Dele- 
gate from that District. 

SPEAKER AsKEY: The names of three men, then, are be- 
fore you: Dr. Johnston, Dr. Blondin, and Dr. Ball. Dr. 
Cherry is already a Councilor-at-Large, and if he wishes to 
run for this office of District Councilor, he should resign 
as Councilor-at-Large. 

What is your pleasure, Dr. Cherry? Are there any state- 
ments you wish to make? 

Dr. Cuerry: I don’t care to be District Councilor. 

SPEAKER Askey: Dr. Cherry refuses to run. That leaves 
only three nominations. 

Mr. Secretary, will you again call the names and, if these 
gentlemen are present, we will ask them to stand. 

SecrETARY GARLAND: John Ball. (Applause.) 

Edward Blondin. (Applause.) 

E. A. Johnston. 

Speaker AskeEy: Dr. Johnston is ill at the present time 
and he is not here. You have the three names before you. 
This will be ballot number three. We must await at this 
time the report of the Tellers in order for them to spread 
the ballots fer this vote. 

Dr. Ward of Reference Committee No. 3 is going to 
spread before you a mimeographed copy of all the resolu- 
tions which were presented and on which that Committee 
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will report. You may be studying them in the interim and 
this copy will refresh your mind. If you will proceed with 
that, Dr. Ward. 

In order to save time, we will spread before you the 
ballot for District Councilor. Ballot number three is the 
one for the First District Councilor and you will vote for 
either Dr. Ball, Dr. Blondin, or Dr. Johnston. Will you 
please put on your ballot the name of your choice, and the 
Tellers will then take them. 

Is it the desire of the House that an additional Board 
of Tellers should assist? 

Dr. J. Frank Doucuty (San Joaquin County): I so 
move. 

. . » The motion was seconded, put to a vote and unani- 
mously carried... . 


SPEAKER AskeEy: Dr. Doughty, you are Chairman of the 
Second Committee; Dr. Philip J. Cunnane is the second 
member and Dr. G. Dan Delprat is the third member. 

SECRETARY GARLAND: I will now give you the report on 
the election of the Vice-Speaker. 

Charnock—144; Remmen, 40; blank, one. (Applause.) 

SPEAKER AskeEy: Dr. Charnock is elected your Vice- 
Speaker. 

Dr. Charnock, will you please come forward? 

I present to your House of Delegates your new Vice- 
Speaker, Dr. Donald Charnock. 

Dr. Donatp CHarnock: I thank you very much. 


SPEAKER ASKEY: The next is the election of the Coun- 
cilor from the Fourth District, Axcel E. Anderson (term 
expiring). 

Are there nominations in your hands from the Fourth 
District which consists of Calaveras, Fresno, Kings, Madera, 
Mariposa, Merced, San Joaquin, Stanislaus, Tulare and 
Tuolumne Counties? = 

SEcRETARY GARLAND: Dr. Doyle has been proposed by 
one Delegate; we have the name of Dr. George Sanderson 
proposed by one Delegate and the name of Axcel E. Ander- 
son proposed by one Delegate. Dr. Axcel E. Anderson pro- 
posed by one Delegate; the name of Axcel E. Anderson 
proposed by another Delegate and the name of Axcel E. 
Anderson proposed by another Delegate. 

SPEAKER AsKEY: Are there any further nominations? 

A Memser: I was requested by Dr. Doyle, who is in- 
disposed, to withdraw his name. 

SPEAKER ASKEY: There has been requested the with- 
drawal of Dr. Doyle’s name. Hearing no objection, it is 
therefore withdrawn. 

A Memeser: Acting for Dr. Sanderson, I have been re- 
quested that his name be withdrawn. 

SpeAKEeR AskEy: The name of Dr. George Sanderson of 
San Joaquin County has been requested to be withdrawn? 
Is it the pleasure of the House that it be withdrawn. Hear- 
ing no objection, it will be withdrawn. I hear no objection 
—it is withdrawn and that leaves the name of Dr. Axcel 
E. Anderson of Fresno. 

It is necessary to vote by ballot for the election due to 
the recession of the name heretofore nominated. Is there 
a motion that the Secretary cast the ballot? 

. . . It was moved, seconded and carried that Secretary 
cast a ballot for Dr. Axcel E. Anderson... . 

SPEAKER AskEy: The Secretary is instructed to cast a 
ballot for Dr. Axcel E. Anderson. 

SeEcRETARY GARLAND: I hereby cast the ballot. 

Speaker Askey: The nomination of Dr. Anderson has 
been sustained and he is elected. 

The next is the Seventh District. That includes the coun- 
ties of Alameda and Contra Costa, the term of Lloyd E. 
Kindall expiring. 

Mr. Secretary, are there any regularly nominated from 
that District? 

SECRETARY GARLAND: Mr. Speaker, nominations have 
been presented for Dr. Lloyd E. Kindall bearing the sig- 
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nature of one Delegate and for Dr. Harold F. Hitchcock, 
bearing the signature of one Delegate and for Dr. Donald 
D. Lum bearing the signature of nine Delegates. 

SPEAKER AsKEY: You have heard the nominations from 
this District. We will now have the election and this must 
be by majority vote. It is understood, on receiving of the 
votes, unless a majority is obtained, one will have to with- 
draw and the election then continues. 

Mr. Executive Secretary, will you cause through Dr. 
Royston, Chairman of the Tellers Committee, to have the 
ballots passed for this election and what number will that 
be assigned? 

Mr. Joun Hunton: Ballot number four is assigned to 
this election. 


Speaker AskeEy: Dr. Royston, will you please spread the 
ballots? 

. .. The ballots were passed to the members of the House 
of Delegates. .. . 


SPEAKER ASKEY: The report of the first ballot which is 
from the First District is now ready. 

Mr. Secretary, will you announce the result of the votes? 

Secretary GARLAND: Ball, 123; Blondin, 31; Johnston, 
14. 

SPEAKER AskeEy: Dr. John Ball has been declared elected 
First District Councilor. 

Dr. Ball, you will arise and take a bow. (Applause.) 

Has ballot number four been collected? If so, the ballots 
are hereby declared closed and, Dr. Royston, will you re- 
port to the Secretary the accounting? 

We come now to the election of the Councilors-at-Large. 
The procedure of our House of Delegates is that any man 
who is a member of the California Medical Association in 
good standing is entitled to be nominated from the floor. 

I will now call for nominations for Councilors-at-Large 
for the place now held by Sidney J. Shipman of San Fran- 
cisco (term expiring). 

Dr. G. Dan Devprat (San Francisco): I would like to 
place in nomination — 

Dr. Moopy (Interrupting): A point of order. Is the 
Seventh District disposed of yet? 

SPEAKER AsKEY: I beg your pardon, sir, the Seventh 
District has not been disposed of. It is still in the hands 
of the Tellers. It will be announced as soon as the count 
is finished. 

Dr. Detprat: I would like to place in nomination the 
name of Dr. Sidney J. Shipman to succeed himself. (Ap- 
plause.) ; 

Dr. Moore: It gives me a great deal of pleasure to 
second the nomination of Dr. Shipman. Even though living 
in an opposite part of the state, I have known him for a 
number of years and have had the privilege of working 
with him on the Chandler Committee for a year during 
which time I became intimately acquainted with his knowl- 
edge of operations, his ability, his integrity and interest in 
the job he is doing. 

SpeaKER AskeEy: Are there any further nominations? 

Dr. Doucuty: I move that the nominations be closed 
and that the Secretary be instructed to cast the ballot. 

. . . The motion was seconded, put to a vote and unani- 
mously carried. . . . 

SPEAKER AskKEY: Mr. Secretary, will you so cast? 

Secretary Gartanp: Mr. Speaker, I hereby cast the 
ballot. 

SpeAKER AskEy: The ballot has been cast and Dr. Sidney 
Shipman is elected. 

Dr. Swney J. SHipman: Mr. Speaker and Members of 
the House: Not only Dr. Moore, but the whole Chandler 
Committee worked with me. 

SPEAKER AsKEy: The next Councilor to be elected is for 
the place now held by E. Earl Moody (term expiring). 

Dr. Moody! 

Dr. E. Eart Moopy: After eight years of telling stories 
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for two hours and showing the pictures of our children 
and after that length of time, feeling that I have served 
much of my usefulness to the Council of the California 
Medical Association and serving your interests, it gives me 
great pleasure to place a nomination in the name of Dr. 
Wilbur Bailey of Los Angeles with whom I served on the 
Council of the Los Angeles County Medical Association 
for a number of years. That is, until I was boosted and 
kicked upstairs. I would wish to assure you that the only 
collar he wears is made by Cluett, Peabody and Company 
and his collar is an Arrow Collar. 


Dr. Cuarnock: Mr. Speaker, I should like to second 
the nomination of Dr. Bailey. 


SpeaKerR AskKeEY: Are there further nominations? 


Dr. Lawrence L. Craven (Los Angeles): For fifteen 
or twenty years I have had the privilege of working with 
one of the wheel horses of this county in helping, first of 
all, to start the Public Health League. It is a great honor 
and a great privilege to present to you a wheel horse of 
this county, a man who is known by all of you and all 
over the State of California, Dr. Peter Blong. 


Speaker Askey: Dr. Peter Blong has been nominated. 

Dr. Bione: Dr. Blong wishes to withdraw his nomina- 
tion. 

Speaker Askey: Dr. Blong wishes to withdraw his nomi- 
nation. Does he have the consent of the House? If I hear 
no objection, it will be allowed. There is no objection and, 
Dr. Blong, you may withdraw your nomination. 

Are there further nominations for the place of Dr. Earl 
Moody? 

If not, the nominations will be closed. 

Dr. Doucuty: I move that the Secretary be instructed 
to cast the ballot. 

. . . The motion was seconded, put to a vote and unani- 
mously carried... . 

SPEAKER ASKEY: The Secretary will cast the ballot for 
Dr. Bailey. 

SECRETARY GARLAND: Mr. Speaker, I hereby cast the 
ballot. 

SPEAKER AsKEY: Dr. Bailey is elected. 

Dr. Bailey, will you stand up? (Applause.) 

The next order of business is the election of the Dele- 
gates to the American Medical Association. These Dele- 
gates are elected for two calendar years. Those elected will 
start their office January 1, 1948. Terms of Delegates elected 
at this session of the C.M.A. House for calendar years 
1948-1949 will expire on December 31, 1949. 

Again, I call your attention to the fact that Delegates 
for the House of the American Medical Association and 
their Alternates need only a plurality vote rather than a 
majcrity vote. 

The first is the term of Robertson Ward, term expiring. 
Are there nominations? 

Dr. Diepenbrock! 

Dr. A. B. DiepeNBrock: Mr. Speaker and Members of 
the House of Delegates: I should like to place in nomina- 
tion to succeed himself Dr. Robertson Ward of San Fran- 
cisco. 

SpeAKeR Askey: Are there further nominations? The 
name of Dr. Ward has been presented to you. 

If I hear no further nominations, they are closed. I hear 
none; they are closed and how will you vote? 

Dr. Doucuty: I move that the Secretary cast the ballot 
for Dr. Robertson Ward of San Francisco. 

. .. The motion was seconded, put to a vote and unani- 
mously carried... . 


SPEAKER AsKEY: Mr. Secretary, will you so cast? 
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SECRETARY GARLAND: Mr. Speaker, the ballot is cast. 

Speaker Askey: Dr. Robertson Ward of San Francisco 
is elected. 

Dr. Ward, will you stand? Dr. Ward. (Applause.) 

The next is that of Sam J. McClendon, San Diego, term 
expiring. Are there nominations for this office? 

Dr. Ball! 

Dr. Batt: Mr. Speaker and Members of the House of 
Delegates: As a Native Son, residing in District Number 
One, I should like to nominate the favorite son of District 
Number One, Dr. Sam J. McClendon to succeed himself. 
(Applause. ) 

SpeAKeR AsKEy: Are there further nominations for this 
office? If I hear none, the nominations will be closed; I 
hear none; they are closed. 

Dr. Doughty! 

Dr. Doucuty: I move that the Secretary cast the ballot. 

. . . The motion was seconded, put to a vote and unani- 
mously carried... . 

SPEAKER ASKEY: Mr. Secretary, will you so cast? 

SecreTARY GARLAND: I hereby cast the ballot. 

SpEAKER Askey: Dr. Sam J. McClendon is elected to 
succeed himself. 

The next is for the office of Dr. Lowell S. Goin, Los 
Angeles, term expiring. Are there any nominations for that 
office? 

Dr. Sam J. McCtenpon: Mr. Speaker and Members of 
the House: This will probably be the last time I shall 
appear before you to say anything after twenty-one years 
in the House. I retire tonight, as you well know. However, 
as one of my last duties and performances before you, it 
gives me a great deal of pleasure to place in nomination 
to succeed himself, Dr. Lowell S. Goin of Los Angeles 
with whom I have shared for many years and I know that 
he merits your support. (Applause.) 

Dr. R. StanteY KNeEEsHAW: I have been a Member of 
this House for twenty-seven years. This Lowell Goin has 
more g-u-t-s than seven of us guys together and I want 
to tell you fellows that the five Councilors who are from 
the counties of the north unanimously endorse and support 
Lowell Goin. 

SPEAKER AsKEYy: The Speaker wants it understood that 
any remarks in favor of the nominee are in order and any 
dissension and the reasons for it are also in order. If Dr. 
Remmen wishes to speak against the candidacy of Dr. 
Goin who has been presented or present another nominee, 
I will be glad to give him the floor at this time. 

SPEAKER ASKEY: Dr. Murray! 

Dr. Dwicht Murray: I would like to say, as an in- 
formative thing to this House of Delegates, that last year 
when it was necessary for the A.M.A. to have someone 
appear before the Committee on Education and Labor in 
the Senate at Washington there were three men chosen 
from A.M.A. to represent the A.M.A. One of them was 
Dr. Lowell Goin. That testimony that he gave made such 
an impression that only today I received a telephone call 
from Washington which had to do with the setting of an 
appointment and the getting of a person to speak before 
this Committee. The telephone call was in reference to 
Dr. Goin and the person calling wanted to know if I 
wouldn’t see if Dr. Goin was sent back before this same 
Committee again in regard to the Taft Bill or Senate Bill 
545. (Applause.) 

Speaker Askey: Are there further nominations for this 
office? If I hear no further nominations, they will be 
closed. The nominations are closed. How will you vote? 
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Dr. Doucuty: I move that the Secretary be instructed 
to cast the ballot. 


. .. The motion was seconded, put to a vote and unani- 
mously carried... . 


SECRETARY GARLAND: Mr. Speaker, I hereby cast the 
ballot. 


Speaker Askey: Dr. Goin is elected. 

Dr. Goin will you take a bow, please? (Applause.) 

The results of the ballot for Councilor of the Seventh 
District are in the hands of the Secretary. Mr. Secretary, 
will you please report? 

SEcRETARY GARLAND: Mr. Speaker, there were 171 ballots 
cast. Lum, 123; Hitchcock, 3; Kindall, 41; blank, 4. 

SPEAKER ASKEY: Dr. Lum is elected. 

Dr. Lum, will you stand please? (Applause.) 

The next office to be voted upon is that for the Delegate 
to the American Medical Association, Dr. John W. Green 
of Vallejo, term expiring. Are there nominations for this 
office? 

Dr. Dwicht Murray: I hate to come here so many times, 
up here to the microphone, but I could not possibly allow 
this opportunity to pass without placing in nomination 
now my old friend, Dr. Green, whom I have known for 
over thirty years and who was not born in California. Dr. 
Green was elected to fill my unexpired term and has only 
been a Delegate for one year, not for one term of his own, 
but for one year, and he has served in that capacity very 
ably and very capably. I should like to see him return. 

SPEAKER AskeEy: Are there further nominations for this 
office? 

Dr. Doucuty: I move that the nominations be closed. 

. . . The motion was seconded, put to a vote and unani- 
mously carried. ... 

SPEAKER AsSKEY: The nominations are closed. How will 
you vote? 

Dr. Dovucuty: I move that the Secretary cast the vote. 

. . . The motion was seconded, put to a vote and unani- 
mously carried... . 

SPEAKER AsSKEY: The Secretary is instructed to cast the 
ballot for John W. Green. 

SecrETARY GARLAND: Mr. Speaker, I hereby cast the 
ballot. 

SPEAKER AsKEy: Dr. Green is elected. 

Dr. Green, will you stand? (Applause.) 

The next is the election of Alternates to the American 
Medical Association. The reason we are doing that is that 
the Alternates are elected for the specific office. 


We will now elect the Alternate for the Delegates you 
have just elected. The first is for the term of Anthony B. 
Diepenbrock of San Francisco who is Alternate to Dr. 
Robertson Ward. Are there nominees for this office? 


Dr. Wittiam G. BurxHarp (San Francisco): I take 
great pleasure in nominating Dr. Anthony B. Diepenbrock 
as Alternate to Robertson Ward. 

SPEAKER AskEyY: Are there further nominations? 

Dr. Doucuty: I move that the nominations be closed. 

. . . The motion was seconded, put to a vote and it was 
unanimously carried... . 

SPEAKER AsKEY: The nominations are closed. 

Dr. Doughty, do you have a motion to make? 

Dr. Doucuty: I move that the Secretary cast a ballot 
for Dr. Diepenbrock. 

. . . The motion was seconded, put to a vote and it was 
unanimously carried. .. . 


SPEAKER ASKEY: The motion is carried and the Secre- 
tary is instructed to cast the ballot. 
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SEcRETARY GARLAND: Mr. Speaker, I so cast. 

Speaker Askey: Dr. Diepenbrock is elected. 

Dr. Diepenbrock, will you please stand? (Applause.) 

The next office is that of Alternate to the American 
Medical Association, Alternate to Dr. Sam J. McClendon. 
Dr. Bon O. Adams of Riverside, term expiring. Are there 
nominations for this office? 

Dr. Watter S. Cuerry: I would like to nominate Dr. 
Bon O. Adams. 

SPEAKER Askey: Are there further nominations? If not, 
they will be closed. They are closed. 

Dr. Dovcuty: I move that the Secretary be instructed 
to cast the ballot. 

. .. The motion was seconded, put to a vote and unani- 
mously carried... . 

SpeaKeER AskeEy: The Secretary is instructed to cast the 
ballot. 

Secretary GARLAND: I hereby so cast. 

SPEAKER Askey: Dr. Bon O. Adams is elected. 

Dr. Adams, will you stand? 

. .. Dr. Adams was not present. ... 

SpEAKER AskeEy: The next office is for Alternate to Dr. 
Lowell S. Goin, Louis J. Regan, term expiring. Are there 
any nominations? 

Dr. Henpricxson: I[ wish to nominate Dr. William E. 
Costolow as Alternate to Dr. Lowell S. Goin. I have known 
Dr. Costolow since 1930. He is now Chairman of the Execu- 
tive Committee of the Los Angeles Branch of the Amer- 
ican Cancer Society. He is Past President of the American 
Radium Society and he was a Captain in the Naval Service, 
having served eighteen months in the South Pacific. 

SPEAKER ASKEY: The name of Dr. Costolow is before 
you. Are there further nominations for this office? 

Dr. Quinn! 

Dr. Wittiam F. Quinn (Los Angeles): I would like to 
nominate Dr. Eugene F. Hoffman. I don’t know where he 
was born but, as far back as I can remember, he has been 
active in working for doctors in Los Angeles County. 
Whenever we appoint a committee we put Gene on because 
we know we won’t have to do any work thereafter. He has 
served faithfully in the early days of the California Phy- 
sicians’ Service to the detriment of his own practice. I 
think he would be an excellent man. 

SPEAKER ASKEY: The name of Dr. Eugene F. Hoffman is 
presented. 

Dr. Costotow: I would like to withdraw. 

SPEAKER AskEY: Dr. Costolow requests to withdraw. 
What is the wish of the House—is it to grant that request? 

. . . It was moved, seconded and carried that the request 
be granted. ... 

SPEAKER ASKEY: Dr. Costolow’s request to withdraw is 
granted. 

You now have before you the nomination of Dr. Hoffman. 
Are there further nominations? 

Dr. Doucuty: I move that the nominations be closed. 

. . . The motion was seconded, put to a vote and it was 
unanimously carried... . 

SPEAKER AskEyY: They are closed. 

Dr. Doucuty: I move that the Secretary cast a ballot 
for Dr. Eugene F. Hoffman. 

. . . The motion was seconded, put to a vote and unani- 
mously carried... . 

SpeEAKER ASKEY: Secretary Garland, you are so instructed. 

SECRETARY GARLAND: 
Eugene F. Hoffman. 


I hereby cast a ballot for Dr. 
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SPEAKER AsKEY: The next is the office of Dr. H. Randall 
Madeley of Vallejo, term expiring. Are there nominations? 

Dr. Carrot, ANDREWS (Sonoma County): At a caucus 
of the Delegates from the Ninth Councilor District, it was 
decided to place in nomination the name of Dr. William 
N. Makaroff from Guerneville. 


As to his qualifications, he was Vice-President of the 
Sonoma County Medical Society in 1943-1945 and Presi- 
dent of the Sonoma County Medical Society, 1944-1945. He 
attended the Special Meeting of the House of Delegates in 
Los Angeles in 1945 and participated in their heroic work. 
He was graduated from the University of Minnesota in 
1933 and began practice in California in 1939. He is very 
active in the County Society. It was through his efforts that 
a revision of the Constitution and By-Laws of that County 
Society was accomplished. 

He has been a Delegate to the California Medical Asso- 
ciation in 1943, 1944 and 1945. He has been an Alternate 
the last two years. 

The reason I take the opportunity of explaining all of 
that is that the Ninth District is a relatively little-town 
district. 


In closing, I might say that in addition to all of his 
other qualifications, he has gotten his wife to work. He 
has succeeded in getting her to be editor of the publica- 
tion for the Woman’s Auxiliary, the Courier. 

It is a great pleasure for me to place in nomination Dr. 


William N. Makaroff as Alternate to Dr. John W. Green. 

SpeaKeER Askey: Are there further nominations for this 
office? 

Dr. Doucuty: I move that the nominations be closed 
and that the Secretary cast a ballot for Dr. Makaroff. 

. .. The motion was seconded, put to a vote and unani- 
mously carried. .. . 


SpEAKER AsKeEY: The Secretary is so instructed. 


SECRETARY GARLAND: I hereby cast a ballot. The ballot 
is cast and Dr. Makaroff is elected. 

SPEAKER Askey: This may seem like horse play to you 
but the Constitution says that the balloting must be had 
and that is why we are doing it. 

The next is the election of the new Delegate to the Amer- 
ican Medical Association for a term which will expire 
December 31, 1948. The reason for the new Delegate is 
this: The numerical ratio of the members of the Cali- 
fornia Medical Association is now such that we are entitled 
to one more Delegate which makes the total Delegation 
to the American Medical Association from the State of 
California nine. 

Dr. Lewis A. Alesen was elected by the Council to fill 
that place until the meeting of the House of Delegates 
today and at this time the election will occur. Are there 
any nominations for the new Delegate. 

Dr. Moony: It gives me great pleasure to place in nomi- 
nation for this short office a very long-time friend and a 
man in Los Angeles County, Dr. Ralph B. Eusden of Long 
Beach. He wears a white, clean collar and it is not made 
of celluloid. It won’t even explode or catch on fire. 

SPEAKER ASKEY: The name of Dr. Eusden is presented. 
Are there further nominations? If .not, they will be de- 
clared closed. 


Dr. Doucuty: I move that the Secretary cast the ballot. 

. . . The motion was seconded, put to a vote and unani- 
mously carried... . 

SPEAKER AsKeEy: Mr. Secretary, will you so cast? 

SecreTARY GARLAND: Mr. Speaker, I hereby cast the 
ballot. 


SPEAKER ASKEY: The ballot is cast and Dr. Eusden is 
declared elected. 
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Dr. Ralph B. Eusden, will you stand up, please? 
(Applause. ) 

The next is the election of an Alternate to the newly- 
elected Delegate to the A.M.A. This will be an Alternate 
to Dr. Eusden. 

Dr. Mary E. Matues (San Francisco): I would like to 
place in nomination the name of Dr. Elizabeth Mason Hohl 
of Los Angeles. As far as I know, there has never been a 
woman Delegate or Alternate to the American Medical 
Association from this district. There have been some from 
the East, but not from out here. That is not the only rea- 
son that I place in nomination the name of Dr. Hohl. She 
is a capable person and she has been associated with medi- 
cal society affairs for some time. I believe she would fill 
the office creditably. (Applause. ) 


SPEAKER ASKEY: You have heard the nomination of Dr. 
Hohl. Do I hear a motion that the nominations be closed? 


Dr. Horrman: I, also, would like to second the nomina- 
tion of Dr. Hohl. 

SPEAKER AsKeEy: Are there further nominations? If not, 
they will be declared closed—they are closed. 

Dr. Doucuty: I move that the Secretary cast the ballot 
for Dr. Hohl. 

. . . The motion was seconded, put to a vote and it was 
unanimously carried... . 

SPEAKER AsKEY: Mr. Secretary, will you so cast? 

SECRETARY GarRLAND: I hereby cast the ballot. 


SPEAKER ASKEY: The ballot is cast and Dr. Hohl is 
elected. 

Will you please stand, Dr. Hohl? (Applause.) 

I think that anyone who knows Dr. Hohl knows that she 
is really for Medicine and will be a great credit to our 
organization. 

At this time we will have some announcements by the 
Secretary. 

. . . The Vice-Speaker, Lewis A. Alesen, assumed the 
Ghisiv..ss:. 

Vice-SpEAKER ALESEN: Dr. Cline has an announcement 
to make. : 

Dr. Citne: It is incumbent upon the incoming President 
to appoint the members to the Cancer Commission and 
designate the officers of the Cancer Commission. I, there- 
fore submit the following names: 

Dr. Eric Larson of Los Angeles; Dr. Homer Woolsey of 
Woodland and Dr. Harry Peters of Oakland. 

I designate as Chairman of the Commission Dr. Lyell 
C. Kinney of San Diego; Secretary, Dr. David A. Wood 
of San Francisco. 

Vicre-SPEAKER ALESEN: You have heard the nominations 
of the Committee on the Cancer Commission. What do you 
wish to do with them? 

Dr. Diepensrock: I move that the nominations be ap- 
proved. 

. . . The motion was seconded, put to a vote and unani- 
mously carried... . 

Vice-SPEAKER ALESEN: It is so ordered. 


In the case of appointments it is not essential for the 
Secretary to cast a ballot. 

Dr. Cuine: It is also incumbent upon the President to 
appoint an Advisory Committee to the Cancer Commission 
and I submit the following names: 

Dr. George Sharp; Dr. H. Glenn Bell; Dr. Robert Stone; 
Dr. Clarence Berne; Dr. Carl Moore of Bakersfield; Dr. 
Chapman of Stockton; Dr. Gertrude Moore; Dr. Robert 
A. Scarborough and Dr. Carleton Mattewson, Jr. 

Vice-SPEAKER ALESEN: Does anyone care to move that 
they be accepted? 
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Dr. Doucuty: I move that the names be accepted as 
members of the Advisory Committee. 

... The motion was seconded, put to a vote and unani- 
mously carried. .. . 

VicE-SPEAKER ALESEN: It is so ordered. 

Are they any announcements by the Secretary? 

SECRETARY GARLAND: No, sir. 

VicE-SPEAKER ALESEN: The next order of business is 
the report of the Reference Committee on the reports of 
Officers and Standing Committees, Dr. L. J. Regan, Chair- 
man. 


Report of Reference Committee No. 1 
Dr. L. J. Recan, Chairman 


Members of the House: Your Committee has reviewed 
the reports of Officers, of Councilors, of the Standing Com- 
mittees, of the Legal Department, of the Editorial Board, 
and of the Editor of Catirornia MEDICINE. 

These reports are published in the Annual Reports 
Bulletin of which each member of the House of Delegates 
has a copy. In the interest of time, unless there is a re- 
quest, these reports will not be read. 

Your Committee recommends the approval of these re- 
ports. 

I move the adoption of this portion of the report. 

Dr. Larson: I will second the motion. 

VicE-SPEAKER ALESEN: It has been moved and seconded 
that this portion of the report be adopted. Is there any 
discussion? 

. . . There being no discussion, the motion was put to 
a vote and it was unanimously carried. .. . 

Dr. Recan: The Committee has also reviewed the An- 
nual Reports of County Medical Society Secretaries. These 
reports are printed in the Annual Reports Bulletin which 
is before you. Your Committee recommends the approval 
of these reports. 

I move the adoption of this portion of the report. 

Dr. Larson: I second the motion. 

VicE-SPEAKER ALESEN: Is there any discussion? 

. . . There being no discussion, the motion was put to 
a vote and it was unanimously carried... . 

Dr. Recan: I move the adoption of the report as a 
whole. 

. . . The motion was seconded. .. . 

VicE-SpEAKER ALESEN: It has been moved and seconded 
that the report as a whole be adopted. Is there any dis- 
cussion? 

. ... There being no discussion, the motion was put to 
a vote and it was unanimously carried... . 

VicE-SPEAKER ALESEN: It is so ordered. 

The next is the report of the Reference Committee on 
the report of the Council and the reports of the Secretary- 
Treasurer and Executive Secretary. That is Reference Com- 
mittee No. 2, Dr. Chester L. Cooley of San Francisco, 
Chairman. 


Report of Reference Committee No. 2 
Dr. Cuester L. Cootey, Chairman 


Members of the House of Delegates: Your Committee 
has carefully reviewed the reports of the Council, the 
Secretary-Treasurer and the Executive Secretary. 


ReporT OF THE CounciL: The Committee recommends 
acceptance of the report with Paragraph No. 3 of the 
Addendum deleted through action of the House of Dele- 
gates at its first session and the Committee wishes to 
commend the Council for the excellent manner in which 
it has handled the many difficult problems which have 
confronted it in the past year. 

Mr. Speaker, I move the adoption of this section of the 


report. 
. .. The motion was seconded. ... 
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VicE-SPEAKER ALESEN: The motion is on the adoption of 
this section of the report. Is there any discussion? 

. . . There being no discussion, the motion was put to 
a vote and it was unanimously carried. . . . 

VicE-SPEAKER ALESEN: It is so ordered. 

Dr. Coo.ey: 

REPORT OF THE SECRETARY: The Committee recommends 
acceptance of this report. The Committee endorses the 
recommendation that the office of Constitutional Medical 
Secretary become a permanent office of this Association. 

Mr. Speaker, I move the adoption of this section of 
the report. 

. . . The motion was seconded... . 

Vice-SPEAKER ALESEN: It has been moved and seconded 
that this section of the report be adopted. Is there any 
discussion? 

. . . There being no discussion, the motion was put to a 
vote and it was unanimously carried. 

Vice-SPEAKER ALESEN: It is so ordered. 

Dr. Cooter: 

REPORT OF THE TREASURER: The report of the Treasurer 
has been carefully reviewed and the Committee recom- 
mends its acceptance. 

Mr. Speaker, I move the adoption of this section of the 
report. , 

. . . The motion was seconded. .. . 

Vice-SPEAKER ALESEN: It has been moved and seconded 
that we adopt this section of the report. Is there any dis- 
cussion? . . . There being no discussion, the motion was 
put to a vote and it was unanimously carried. 

Vice-SPEAKER ALESEN: It is so ordered. 

REPORT OF THE EXECUTIVE SECRETARY: The Committee 
recommends that this report be accepted. The recommen- 
dation of this Committee would be incomplete without an 
expression of gratitude from the California Medical As- 
sociation to the Executive Secretary for the outstanding 
services he has rendered to this Association in the past and 
is continuing to render. 

Mr. Speaker, I move the adoption of this section of the 
report. 

Dr. SHipMAN: I will second the motion. 

VicE-SPEAKER ALESEN: It has been moved and seconded 
that this portion of the report be adopted. Is there any 
discussion? 

. . . There being no discussion, the motion was put to 
a vote and it was unanimously carried. . . . 

Dr. Cootey: Mr. Speaker, I move the adoption of the 
report as a whole. ; 

. . . The motion was seconded, put to a vote and unani- 
mously carried. .. . 

VicE-SPEAKER ALESEN: The next order of business is the 
report of Reference Committee No. 3, Dr. A. E. Moore 
of San Diego, Chairman. 


Report of Reference Committee No. 3 
Dr. A. E. Moore, Chairman 


On behalf of the Committee, I would like to express, 
first, our appreciation for the willingness on the part of 
the Secretary’s staff in preparing these documents. I also 
would personally like to thank the other two members of 
the Committee, Dr. Hoffman and Dr. Ward, for their most 
able work and cooperation. 

Your Reference Committee No. 3, Doctor Eugene Hoff- 
man of Los Angeles, Doctor Robertson Ward of San Fran- 
cisco, and I, have met and have considered all testimony 
presented regarding the various submitted Constitutional 
Amendments, By-Laws Amendments and resolutions. We 
have consulted with numerous Delegates, several Council 
members, officers of the C.M.A., members of the Board 
of Trustees of C.P.S., representatives of the Legislative 
Committee, and legal counsel. In addition we have re- 
viewed the proposed budget for 1948 and the expenditures 
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for 1947. Reference Committee No. 3 respectfully submits 
the following report: 

Mr. Speaker, I would like to waive the reading of the 
resolutions. 

Vice-SPEAKER ALESEN: The Speaker will rule, unless 
someone excepts, that the Chairman of the Committee 
will not read the entire resolutions unless someone so 
wishes it. 

Dr. Moore: 


Resolution No. 1: 
The Committee has amended this resolution as follows: 
Beginning with the third paragraph “And, Further Be It 


Resolved, That the California Medieal Association 
through its House of Delegates directs its Council to in- 
form the superintendent of every approved hospital in 
California that the California Medical Association endorses 
the establishment of a section on General Practice as 
urged by the American Medical Association through its 
House of Delegates.” 

And the last paragraph amended to read as follows: 
“And, Further Be It 

“Resolved, That the California Medical Association 
through its House of Delegates directs the Council to sug- 
gest to the superintendent of every approved hospital in 
California that he recommend to the advisory staff the 
early formation of a Section on General Practice.” 

You have two papers before you. One is the resolution 
as originally introduced and the second is the Committee’s 
report. I refer now to the original resolution, the first two 
paragraphs of which are left intact. The Committee’s 
changes are supplanting the second two paragraphs. 

“WHEREAS, The American Medical Association, through 
its House of Delegates, has urged that every approved hos- 
pital in the United States establish on its staff a Section 
on General Practice; Therefore, Be It 

“Resolved, That the California Medical Association, 
through its House of Delegates, directs its Council to com- 
municate the above action of the American Medical Asso- 
ciation to the Superintendent of every approved hospital 
in California,” 

Then we come to the amended portions beginning with 
the third paragraph. 

“And, Further Be It 

“Resolved, That the California Medical Association 
through its House of Delegates directs its Council to in- 
form the superintendent of every approved hospital in 
California that the California Medical Association endorses 
the establishment of a Section on General Practice as 
urged by the American Medical Association through its 
House of Delegates. 

“And, Further Be It 

“Resolved, That the California Medical Association 
through its House of Delegates directs the Council to sug- 
gest to the superintendent of every approved hospital in 
California that he recommend to the advisory staff the early 
formation of a Section on General Practice.” 

The Committee recommends the adoption of this resolu- 
tion as amended. 

Mr. Speaker, I move the adoption of this section of the 
’ report. 

. .. The motion was seconded. .. . 

Vice-SPEAKER ALESEN: It has been moved and seconded 
that the Committee’s recommendation on Resolution No. 1 
as amended be adopted. Is there any discussion? 

Dr. SHEPHARD: I would like to have a little clarification 
of that. Just what does it entail; what do you mean, “A 
Section on General Practice” in hospitals? 

Vice-SpEAKER ALESEN: Dr. Moore, will you answer that? 

Dr. Moore: I think, Dr. Shephard, that we normally 
consider the backbone of the practice of medicine to be 
the general practitioner. As I understand this question, 
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there has been a trend on the part of some hospitals to 
exclude the general practitioner in favor of specialists. 
The general practitioner has spoken for his rights and last 
year, before this House of Delegates, had created on his 
behalf a section on general practice. 

This resolution, as your Committee interprets it, aims to 
extend this decision of our House of Delegates out into 
the general practice of medicine. 

Does that answer your question? 

Dr. SHEPHARD: No, it doesn’t. 

I don’t know of any of the hospitals having a Section 
on General Practice. We do not have any in our hospitals. 
They are more or less opposed to general practitioners 
working there. 

What does this entail? That is the reason I am asking 
this question. 

The reason I brought up this question is that as soon 
as the Delegates of Santa Clara County get back to report 
on the business that has been transacted at the California 
Medical Association, the first question is going to be, “Just 
what do you mean by establishing a Section on General 
Practice in the hospitals?” I would like to know what we 
are supposed to do? How are we going to do it and what 
is it going to entail and so forth? 

Dr. Mutrincer: As I understand the intention of that 
resolution it was simply that in those hospitals that are 
departmentalized, it creates a Department of General Prac- 
tice and they will have a man sitting in the Executive 
Committee who represents that Department just as well as 
the Department of Surgery or Internes or Ophthalmology, 
Urology or any of the other specialties with possibly equal 
rank, and in that way he can represent the general prac- 
tice group—that is, in that hospital on the Executive Com- 
mittee. Because so many hospitals are departmentalized, it 
frequently leaves out of consideration the general practi- 


tioners in the hospital and I believe that the intent of that 
resolution was to change that situation. 


Vice-SPEAKER ALESEN: Is there further discussion or 


clarification? 


Dr. Royston: There has developed in the metropolitan 
hospitals a condition which is very difficult for men doing 
general practice. Largely we are led to understand that in 
case the Executive Staff of the hospital wishes to push a 
man doing general practice to the periphery and finally 
out of the door, it can do it, and we have been given to 
understand by directives coming to the hospital from 
bureaus in Chicago that that can very likely be the case. 
They have told the hospital that they will not be recog- 
nized for internship or residency or whatever it may be if 
they allow anyone doing general practice to have any posi- 
tion on their staff. 


It aims to get around this particular difficulty. The 
superintendents of the large metropolitan hospitals would 
like to group the men together doing general practice in 
a Genezal Practice Staff. In that way they could have 
liaison contact with the other sections of the staff, whether 
it is internal medicine, pediatrics, or whatever it might be. 
If the present condition of affairs in the metropolitan hos- 
pitals is allowed to continue without some action being 
taken, the men doing general practice are surely going to 
be driven out of all the metropolitan hospitals. The result 
will be that more and more of the men doing general prac- 
tice are going to go to the smaller hospitals. The result 
will be the lowering of the grade of work which is put 
out by these men. There could be no other protection for 
them. 

When a man has been doing a certain procedure for 
years and then suddenly finds he cannot go into a hospital 
and set a collar fracture and he can no longer go into a 
hospital and take out tonsils or open a belly because he is 
diagnosing appendicitis, he is going to make his living by 
going to some other places where he can do these things 
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unrestricted, and if he does these things too unrestricted 
too much, sometime, somewhere, the patient is going to 
suffer. 

That is why the General Practice Group has felt that 
it would be better if in all metropolitan hospitals there 
could be established a section on general practice where 
a man who elects to do general practice could be admitted 
to the hospital and allowed to do his work, as it is done, 
for instance, in Oakland; and when that man continues 
to do good work he is allowed free access to the hospital. 
When it is found—if and when it is found—that what he 
is doing is questionable, he is put off the staff. That is the 
plan which is followed in Oakland. In Los Angeles that 
is not the plan. In San Diego that is not the plan. 

It seems rather a pity that a well-trained man, because 
he elects to do general practice and has done that for many 
years, finds himself in his hospital unable to do procedures 
that the osteopaths are allowed to do elsewhere, and that 
is why the General Practice Group feels general practi- 
tioners would be better able to serve their patients if they 
had this general practice staff. 

We did put in the resolution originally a rider about 
California Physicians’ Service. If a man cannot take Cali- 
fornia Physicians’ Service patients into the hospitals to 
treat them, he is going to quit doing California Physicians’ 
Service work, and it has been said already that the gen- 
eral practice group probably is the backbone of medicine. 
The general practitioners do the ordinary spade work of 
the practice of medicine. 

If this General Practice Section can be established in 
the metropolitan hospitals it will have a tendency to uplift 
the general practice of medicine instead of pushing it 
downward. 

VicE-SPEAKER ALESEN: Does anyone else desire to ad- 
dress the House in his capacity as a member of the House 
of Delegates? 

Dr. Vincent ASkEY: I am a surgeon doing nothing but 
surgery. It was my privilege to introduce the resolution 
referred to for the American Medical Association at the 
last meeting in Chicago. This resolution as amended is 
practically the same as was adopted by the House of Dele- 
gates of the American Medical Association unanimously. 
If you will read your CatirorntaA Mepicine of April, on 
page 254, there is an editorial which explains, I believe, 
this whole thing. 


I believe in order to clarify this a little bit, I should 
read that, in case some of you didn’t see it. I won’t read 
it all but just the gist of it. 


“The use of hospitals as a place for the practice of 
Specialists alone as a relatively recent development. The 
tendency began in notable efforts instituted by the Amer- 
ican Medical Association and later brought to fruition by 
the admirable work of the American College of Surgeons 
to raise hospital standards. From the totally unorganized, 
unstandardized jumble of good and bad hospital facilities, 
has come our present-day American Hospital System. The 
purpose of the American Medical Association and the 
American College of Surgeons has not been to eliminate 
capable doctors from staffs nor to concentrate the practice 
of medicine in the hands of the few. The fact that such a 
development seems to be arising is rather the fault of 
administration and a failure to analyze and direct the hos- 
pital system. 


“The purpose of the certification Boards of Specialists 
has been stated admirably by the American Board of Sur- 
geons in a resolution passed by that Board December 14, 
1946. Among other things this resolution states: ‘The 
American Board of Surgery is not concerned with measures 
that might be against special privileges of recognition or 
its certificants in the practice of surgery. It is neither the 
intent nor has it been the purpose of the Board to define 
requirements for membership on the staff of hospitals. The 
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Board specifically disclaims interest in or recognition of 
differential emoluments that may be based on certification.’ 

“This is a clear statement and is unassailable. However, 
in the book ‘The American Hospital’—1946 edition, page 
155, the author, Dr. Corwin (Ph.D.) states ‘In the future 
there will be no excuse to make a major hospital staff 
appointment from among any except those who have made 
the standards of our respective Specialty Boards.’ 


“Many hospitals have turned lately toward Dr. Corwin’s 
concept of staff appointments so that at present it is prac- 
tically hopeless for a General Practitioner to apply for 
membership on a major hospital staff, at least in the larger 
cities. These hospitals explain this attitude by the state- 
ment that they have not enough beds to supply the de- 
mands of the men already on the staffs (and that is abso- 
lutely true). Also they have stated that they could not 
allow any separate Specialists or Diplomats of the Spe- 
cialty Boards as members of the staffs or heads of depart- 
ment, else they would lose their approval as a training 
hospital for residents. By unanimous vote of the House of 
Delegates of the American Medical Association, on De- 
cember 10, 1946, at the Chicago Meeting, it settled this 
aspect of the question by adopting the resolution reading 
as follows: 


“*Resolved, That hospitals should be encouraged to 
establish General Practitioner Service. Appointments to 
a General Practice Section shall be made by the hos- 
pital authorities on the merit and training of the physi- 
cian. Such a General Practice Section shall not per se 
prevent approval of the hospital for the training of the 
internes and Residents. The criterion of whether the 
physician may be a member of a hospital staff should 
not be dependent upon certification by the various Spe- 
cialty Boards or member in Special Societies.’ 


“Despite the specific disclaimer by the American Board 
of Surgery of its interest in any recognition of differential 
emoluments based upon certification, various hospitals and 
notably government bureaus (for instance, the Veterans’ 
Administration) have added twenty-five per cent more pay 
or differential in fees to those who are certified. This defi- 
nitely is opposed to the objectives of the Board and in- 
evitably caused unrest and apprehension among other men 
who see in this action (rightly or wrongly) a plan to con- 
centrate all hospital practice in the hands of the few.” 

I am going to skip a little bit. 

“We are now in battle again in our Legislature fighting 
enactment of bills under the guise’of hospitalization in- 
surance which would destroy the proper practice of medi- 
cine and would perpetrate a fraud on the public. The 
greatest weapon against the enactment of these compulsory 
health insurance schemes has been the development by 
Medicine of voluntary pre-payment plans to finance the 
cost of medical care and hospitalization. These plans have 
been supported by the general practice of medicine. Those 
few doctors who have obstructed or at most ,given luke 
warm participation to those plans, have been in the main 
specialists. Under the contracts of the voluntary plans such 
as California Physicians’ Service, and others, practically 
all the conditions covered by the policies consist of surgery 
or other procedures listed under specialty classifications. If 
the General Practitioner is not admitted to hospital prac- 
tice to care for those procedures simply because he is not 
a specialist rather than upon the basis of his ability to 
perform that type of service, it follows that he cannot long 
support these voluntary medical service plans. For him 
not to support these plans would be disastrous as it would 
then be relatively simple for a disappointed public to suc- 
cumb to the false promises and blandishments of politically 
ambitious schemers who promise Utopia under the guise 
of socialized medicine.” 


I am going to skip. 
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“It was evidently many of these considerations that 
prompted the House of Delegates of the American Medical 
Association to pass the resolution urging the establishment 
ef General Practitioner Sections in all hospitals and to 
point out that the ability of a doctor is the governing 
factor for good service rather than membership in any 
specialist society. 

“It is imperative, of course, to restrict by proper con- 
sultation and rules, the performance of any medical or sur- 
gical procedure to those who have proved their capabilities.” 

Skip again. 

“The need for specialism is self-evident. The worth of 
the specialist and his use of hospital facilities for the 
benefit of the patients need no apologia. 

“In addition, it would seem that the General Practitioner 
is well within his rights to ask—as the welfare of his pa- 
tients demands—that hospitals heed at once the dictum of 
the House of Delegates of the American Medical Associa- 
tion and take steps to rectify a trend or a policy of action 
that is so fraught with danger, injustice and lack of wisdom.” 

I believe that explains your situation. 

VicE-SPEAKER ALESEN: May I ask, as a member of the 
House of Delegates, to correct one of Dr. Royston’s state- 
ments. He said that we had no General Practice Section. 
I believe he is in error as we are rather proud of a Gen- 
eral Practice Section we have in one of our larger hos- 
pitals. It has worked out very well. 

Is there any further discussion on the motion? 

. . . There being no further discussion, the motion was 
put to a vote and it was carried unanimously. . . . 

ViceE-SPEAKER ALESEN: Proceed, Dr. Moore. 

Dr. Moore: 


Resolution No. 2: 
The Committee feels that it would be presumptious for 


the C.M.A. to direct the internal policies of staff appoint- 
ments as this is a function of the Hospital Advisory Staff. 
The Committee recommends that this resolution be not 
adopted. 


Mr. Speaker, I move that this section of the Committee’s 
report be adopted. 
. . . The motion was seconded. .. . 


Vice-SPEAKER ALESEN: Is there any discussion? 


When you adopt the Committee’s report or recommenda- 
tion, of course, you reject the original resolution. 

. . » There being no discussion, the question was called 
for, the motion was put to a vote and it was unanimously 
carried. ... 

Vice-SPEAKER ALESEN: It is so ordered. 


Dr. Moore: 


Resolutions No. 3 and No. 26: 


Your Committee would like to consider these resolutions 
jointly as they both are directed toward the abolition of 
paid radio time. Your Committee would like to call your 
attention to the fact that there are two types of radio pro- 
grams. The first, a type of public education and interest 
which is usually co-sponsored by a radio station and sup- 
ported by donated time. While this type of program is 
desirable and should be used whenever practicable, it does 
not serve the purposes of public education on any subjects 
that may be controversial. 


The second type of program, because of its controversial 
nature, is considered commercial by broadcasting com- 
panies. Radio time for commercial programs must be pur- 
chased. We therefore recommend that these resolutions be 
not adopted. 


Mr. Speaker, I move the adoption of this section of the 


report. 
.. . The motion was seconded. . . . 


Vice-SPEAKER ALESEN: Is there any discussion? 
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... There being no discussion, the motion was put to a 
vote and it was unanimously carried. .. . 

VicE-SPEAKER ALESEN: When you approve the Commit- 
tee’s report, of course, you are rejecting Resolutions No. 
3 and No. 26. You understand that? The Committee’s re- 
port is adopted. 

Dr. Moore: 


Resolution No. 4: 


As the Constitution and By-Laws provide for the autono- 
mous control of county society membership by the com- 
ponent county societies, your Committee approves the 
deletion of a mandatory six months waiting period as 
recommended in this By-Law Amendment. 

The Committee moves that this By-Law be adopted. 

I move the adoption of this section of the report. 

Dr. Lawson: I will second the motion. 

Vice-SPEAKER ALESEN: How do you wish to vote on this 
——by acclamation or by ballot? 

... There were cries of “acclamation”. . 

Vice-SPEAKER ALESEN: Is there any discussion? 

. .. There being no discussion, the motion was put to a 
vote and it was carried, there being one “no” vote. .. . 

VicE-SPEAKER ALESEN: It is carried by the necessary 
two-thirds vote. 

Dr. Moore: 


Resolution No. 5: 


The Committee recommends that this resolution be 
adopted. 

Mr. Speaker, I move the adoption of this section of the 
report. 

. .. The motion was seconded. .. . 


Vicre-SPEAKER ALESEN: Is there any discussion? 


Dr. Doucuty: In order to conserve the funds of the 
Association, I am not in favor of this directory. I see that 
it does no good. It is just a duplication for this informa- 
tion is available in the State Directory so I think we ought 
to conserve our funds. 

Vice-SPEAKER ALESEN: Is there further discussion upon 
the recommendation of the Committee, that is, that the 
Directory be published by the Association? Are you ready 
for the question? 

. . . There being no further discussion, the motion was 
put to a vote and the motion was lost... . 

Vicr-SPEAKER ALESEN: The motion is lost. 


Dr. Moore: 


Resolution No. 6: 

The Committee recommends the adoption of this resolution. 

Mr. Speaker, I move the adoption of this section of the 
report. 

. . . The motion was seconded... . 

Vice-SPEAKER ALESEN: Is there any discussion? This is 
concerning the prizes for scientific work. 

. . . There being no discussion, the motion was put to 
a vote and it was carried. ... 

Vick-SPEAKER ALESEN: It is so ordered. 

Dr. Moore: 


Resolution No. 7: 


The Committee has revised the wording of this resolution 
without changing the intent, altering only the last para- 
graph to read: 

“Be It 


“Resolved, That it be recommended to the Scientific 
Program Committee that a place be made on the annual 
program for a member or a guest speaker to discuss a 
subject relating to medical economics.” 


The Committee recommends the adoption of this resolution. 
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On page 4 of the published resolutions, we find Resolu- 
tion No. 7, the last paragraph of which has been changed. 

Resolution No. 7 would now read: 

“Wuereas, The present policy of the C.M.A.-Scientific 
Program Committee has been to restrict papers and dis- 
cussion to purely scientific subjects; and 

“WHEREAS, The medical economic and medical political 
problems confronting organized medicine in both local, 
state, nation-wide levels is requiring increasing attention, 
research and study by physicians individually and collec- 
tively; and 

“WHEREAS, Subjects concerning these matters are fre- 
quently only briefly presented in Committee, Council, or 
House of Delegates meetings where time is not sufficiently 
available nor the general convention fully represented or 
available; Be It 

“Resolved, That it be recommended to the Scientific 
Program Committee that a place be made on the annual 
program for a member or a guest speaker to discuss a sub- 
ject relating to medical economics.” 

Mr. Speaker, I move that this section of the Committee’s 
report be adopted. 

Dr. Lawson: I will second the motion. 

VicE-SPEAKER ALESEN: Is there any discussion? 

. . . There being no discussion, the motion was put to 
a vote and it was carried... . 

Vice-SPEAKER ALESEN: It is so ordered. 

Dr. Moore: 


Resolution No. 8: 


The Committee has slightly amended this resolution to 
read, beginning in the last paragraph: 

“Be It Therefore 

“Resolved, That the Council of the California Medical 
Association take such action as it deems advisable to have 
the state laws so amended as to permit free choice of phy- 
sician in the practice of industrial medicine in California.” 


On page 4 we find Resolution No. 8. 


“WueErEAS, The Medical Profession is again facing the 
threat of Socialized Medicine; and 

“WHEREAS, The C.M.A. has consistently maintained that 
the patient-doctor relationship should be maintained at 
all cost, and / 

“WuereEAS, The State Compensation laws as at present 
constituted permit the interference of a third party in re- 
spect to the selection of a physician, a referral to a spe- 
cialist, or the type of treatment rendered, and 

“WHEREAS, The said State Compensation laws do not 
permit the unhampered selection of a physician by a pa- 
tient, and 

“WHEREAS, The continued sufferance of the foregoing 
places a grave doubt as to the sincerity of the stand of 
the C.M.A. relative to the patient-doctor relationship; Be 
It Therefore 


“Resolved, That the Council of the California Medical 
Association take such action as it deems advisable to have 
the state laws so amended as to permit free choice of phy- 
sician in the practice of industrial medicine in California.” 

The Committee recommends the adoption of this amended 
resolution. 

Mr. Speaker, I move that that section of the Committee’s 
report be adopted. 

Dr. Lawson: I will second the motion. 

Vice-SPEAKER ALESEN: Is there any discussion? 

. . . There being no discussion, the motion was put to 
vote and it was unanimously carried. . . . 

Dr. Moore: 


Resolution No. 9: 


The Committee recommends the adoption of this resolution. 
Mr. Speaker, I move that this section of the Committee’s 
report be adopted. 


CALIFORNIA MEDICAL ASSOCIATION 


403 


. . . The motion was seconded, and, there being no dis- 
cussion, the motion was put to a vote and it was unani- 
mously carried. .. . 

Dr. Moore: 


Resolution No. 10: 


The Committee recommends the adoption of this resolution. 

Mr. Speaker, I move that this section of the Committee’s 
report be adopted. 

. . . The motion was seconded, and, there being no dis- 
cussion, the motion was put to a vote and it was unani- 
mously carried. .. . 

Vice-SPEAKER ALESEN: It is so ordered. 

Dr. Moore: 


Resolution No. 11: 


The Committee recommends that this resolution be not 
adopted. 

Mr. Speaker, I move that section of the Committee’s 
report be adopted. 

Vice-SPEAKER ALESEN: If you approve the Committee’s 
report you reject the resolution. 

... The motion was seconded, put to a vote and carried. . .. 

Vicr-SPEAKER ALESEN: The “ayes” have it and the Com- 
mittee’s report is approved. 

Dr. Moore: 


Resolution No. 12: 


Your Committee, in reviewing this resolution, feels that 
fulfillment of its previsions will require a Constitutional 
Amendment. Such a proposed amendment has been drawn 
up with approval of Doctor Bryant Simpson who sponsored 
this resolution. With the permission of the Speaker, I 
would like to present this proposed Constitutional Amend- 
ment for consideration. 

Amendment to Article IV, Section 1 of the Constitution 
of the California Medical Association. 

Resolved, That Article 1V, Section 1 of the Constitution 
of this Association, California Medical Association, is here- 
by amended by adding a new subdivision to read as follows: 

(f) Additional Classes of Membership: 

The House of Delegates may, from time to time, estab- 
lish special and limited classes of membership in this 
Association for internes, junior and senior residents, or 
house officers, practicing in hospitals in this state. In 
establishing such special membership for internes, junior 
and senior residents, or house officers, the House of Dele- 
gates may determine the qualifications, duration and 
privileges of such membership. Unless the House of Dele- 
gates determines to the contrary, such special members 
shall not pay dues. 

The House of Delegates may also from time to time 
provide for affiliation with the California Medical Asso- 
ciation, on an affiliate basis, of undergraduate medical 
students attending medical schools in this state. 

Membership obtained under this subdivision (f) shall 
not carry with it the right to vote or hold office. 


Vice-SPEAKER ALESEN: This is a Constitutional Amend- 
ment. It will lie on the table for one year. 


Dr. Moore: I think it was not understood on Wednes- 
day that this should be a Constitutional Amendment. It 
was presented as a resolution. I trust that after its intro- 
duction it may start lying on the table tonight. 

Vice-SPEAKER ALESEN: That is entirely correct. Any 
member or group of members may introduce resolutions. 

Dr. Moore: A Constitutional Amendment? 

VicE-SPEAKER ALESEN: Yes, that is correct. 

Dr. Moore: 


Resolution No. 13: 


Evidence and testimony presented by the Legislative 
Committee have demonstrated the continued need for sup- 





404 CALIFORNIA MEDICINE 


port of the United Public Health League at this time. The 
Committee recommends that this resolution be not adopted. 

Mr. Speaker, I move that section of the Committee’s 
report be adopted. 

. . . The motion was seconded, the question was called 
for and the motion was put to a vote and it was unani- 
mously carried... . 

Vice-SPEAKER ALESEN: It is carried and it is so ordered. 

Dr. Moore: 


Resolutions No. 14 and 19: 


The Committee would like to consider this resolution 
jointly with Resolution No. 19, which has the same intent, 
and submit the following substitute resolution: 

Wuereas, There is a fundamental need for obtaining 
accurate information on the economic relationship between 
physicians and patients, and 

Wuereas, This will require research into a previously 
unexplored field, and 

Wuereas, It is deemed desirable and in the best interest 
of the medical profession and the public that Bureaus of 
Medical Economics be established in County Societies as 
soon as such may be done properly and efficiently; Now, 
Therefore Be It 

Resolved, That the House of Delegates of the C.M.A. 
order and direct the Council of the C.M.A. to request the 
Standing Committee on Medical Economics, with the as- 
sistance of the Advisory Planning Committee, to survey 
the medical economic relations between patients and in- 
dividual physicians of California and to aid and advise 
county associations, And, Be It Further 

Resolved, That the sum of $50,000.00 be allocated for 
the purposes presented. 

The Committee recommends the adoption of this sub- 
stitute resolution. 

Mr. Speaker, I move for the adoption of this section of 
the Committee’s report. 

. .. The motion was seconded. . . . 

Dr. F. M. Porrencer (Los Angeles County): I would 
like to ask our legal counsel if this is not jeopardizing 
our position as a non-profit corporation. 

Vice-SpEAKER ALESEN: Mr. Hassard, is he here? Will 
you answer the question, please? 

Mr. Hassarp: Mr. Speaker, Members of the House of 
Delegates: The resolution as presented, I do not think, will 
jeopardize the status of the California Medical Association 
i) ny respect. Actually, the California Medical Associa- 
ton is not incorporated. It is a voluntary association. It is 
true it is on a non-profit basis but the terms of the resolu- 
tog are such that the Council has discretion to avo'd 
jeopardizing the assets of the Association. 

Vice-SPEAKER ALESEN: Is there further discussion? 

Dr. Douncty: This is one of those things where we 
shall save $60,000.00 with just a little vote. Doctors are 
suckers for any kind of a survey. They never do anything 
for us except get us in bad and spend our money. I say, 
“Vote no.” 

Dr. Lawson: We in Alameda County feel that if we had 
had a proper bureau of Medical Economics ten or fifteen 
years ago in all of the counties in all of the country, there 
would not be any need now for any fund to fight the 
Governor and his cohorts or to spend $66,000.00 for Cali- 
fornia Caravan. 

Vice-SPEAKER ALESEN: Is there further discussion? The 
motion is on the adoption of the Committee’s report. 

Dr. Doucuty: I think we should keep clear on what 
that entails. Will you give us a ruling on how the House 
is to vote? 

Vicr-SPEAKER ALESEN: If you adopt this motion, you 
are approving the Committee’s substitute resolution, thus 
supporting the economic bureau with an appropriation of 
a certain amount of money. 
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Mr. Hassarp: May I point out an additional thing? The 
last part of the resolution provides for an allocation ot 
$60,000.00. That is subject to the approval of the Council 
because the Constitution of the Association provides that 
any appropriation by the House of Delegates over $1,000.00 
is not effective until approved by the Council. 

Dr. Cuartes A. FernisH (Santa Clara County): The 
reason for this amount of money being increased is that 
the counties of San Francisco and Santa Clara in Execu- 
tive Session have been going together with three other 
counties to establish a department of Medico-Economics. 
This is a collection agency for doctors, owned by doctors, 
to collect their own money rather than having private or- 
ganizations be their collectors. In our own county we have 
been told that four or five collection agencies will have to 
go out of business because of our own counties establish- 
ing such a collection agency which is a non-profit organi- 
zation subsidized by our own county societies. Up in the 
Bay Area, because of the work that has been done, we 
feel a greater survey should be made of what that status 
is throughout the state and what the abilities of the people 
are to make contributions, which hasn’t been done, and 
because of the work of these’ folks that is being done, we 
are asking that such a survey be made which will help us 
to make better relations, better public relationships, and 
it has been said that if we have good public relations, then 
we don’t need all of these other activities. 

I know in our own county work we at some future time 
will be able to say that we will be able to give service to 
everyone according to his ability to pay and our own 
society will then have control of that agency and there 
will be no control of the person’s ability to pay. We can 
do this rather than going to private agencies who are not 
interested in our welfare but in their own collections. 
Because of that, it seems to me that such an appropriation, 
while it seems a great sum, and although we have been 
getting some figures from C.P.S., will be the basis upon 


‘which public relations will stand rather than some conver- 


sation as we have it now. 

Dr. Moopy: A few years ago, this House of Delegates 
elected or passed a resolution constituting a body of Execu- 
tive Secretaries which are an Advisory Committee to the 
Council. Also, several years ago, this House of Delegates 
passed a resolution fixing a special assessment of $10.00 
per member which was entirely to be spent on the basis 
of public relations, the working out of good relationships 
between patients and physicians, and those of you who re- 
member that episode have no pleasant memories. We were 
in a nebulous state. We didn’t know what to do with this 
money to spend it well. It floundered around; this was 
done, that was done, and nothing very definitely proposed. 

This Executive Advisory Committee introduced to the 
Council this last week a nebulous plan which is still hazy, 
groping around, and it has not been yet well fixed; plans 
have not been well thought out for just exactly this sort 
of thing. 

Also you heard our public relations expert say tonight 
that there is going to be very shortly not the need for this 
working out of the relationship with the public but a 
greater demand for the working out of the relationship 
between the doctor and patient. We are not yet ready to 
spend $50,000.00 for another survey. I am opposed. 

Dr. Witt1am G. Donato (Alameda County): Mr. Chair- 
man: May I have the privilege of the floor for Mr. Rollen 
Waterson, a member of the Planning Advisory Committee, 
who has envisioned what work the Planning Advisory Com- 
mittee might do on this, before we conclude? 

Vice-SPEAKER ALESEN: Mr. Rollen Waterson, Executive 
Secretary for Alameda County. 

Mr. Rotten Waterson: Mr. Speaker, Members of the 
House of Delegates of the California Medical Association: 
This resolution which was presented is a combined effort 
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of San Francisco County and Alameda County Delegations 
but does not provide for the usual type of survey. It is 
unfortunate that we do not have enough time tonight to 
go into the problem of what constitutes real public rela- 
tions but the problem of public relations is now and al- 
ways will be determined on the individual physician and 
patient relationship. 

I would like to defer to the Chairman of the Committee, 
Mr. Hunton. 

ViceE-SPEAKER ALESEN: Is there further discussion? 

Dr. Moore: I would merely like to say that the ques- 
tion has been raised as to what the $50,000.00 is going for. 
I think if you will read your resolution you will see two 
portions to it; one for a survey and one for aid and advice. 
I think the intent was for the county associations—at least 
that was given to the Committee—to conduct such a survey 
over a year’s period of time and, of course, that would not 
cost so much, only in the neighborhood of about $25,000.00. 

VicE-SPEAKER ALESEN: Dr. Bruck! 

Dr. Bruck: I think that we might do some good with 
this resolution if we could have this sum of money allo- 
cated for the purpose outlined in the resolution, to be 
fixed by the Council, and not to exceed a given amount. 
I would suggest that amount as has been outlined in the 
resolution but it seems to me that over the period of the 
next year we may not need that amount. If the amount is 
fixed in the resolution at $50,000.00 somebody will be in- 
sisting that we spend it and I would very much rather 
have that at the discretion of the Council. 

Vice-SPEAKER ALESEN: Do you offer that as an amend- 
ment? 

Dr. Bruck: I offer that as an amendment to this reso- 
lution. 

Vicr-SPEAKER ALESEN: Is there a second? 

. .. The motion to amend the resolution was seconded. 


Vice-SPEAKER ALESEN: It has been moved and seconded 
that the final paragraph be withdrawn and that therefor 
we substitute that the Council be allowed to name the 
amount, not to exceed $50,000.00. 


Dr. Warp: Mr. Speaker and members of the House: I 
understood Mr. Hassard said that any expenditure over 
$1,000.00 was controlled by the Council. I don’t think that 
amendment is necessary because the Council is not forced 
to spend that money but they can allocate the money ac- 
cording to their discretion. I don’t think it is mandatory; 
we have just told the Council which money they can’t ex- 
ceed and I don’t think it need be amended to allow them 
to prevent the spending of this much money. 


VicE-SPEAKER ALESEN: 
Dr. Bruck’s amendment? 


Is there further discussion on 


Dr. Warp: Could I discuss the proposition, the original 
proposition? 
VicE-SPEAKER AESEN: You may, sir. 


Dr. Warp: I think that the Bureau of Economics that 
we have formed in San Francisco, following the pattern 
of Alameda County, is one of the most important steps in 
our society that we have taken, at least since I have been 
associated with it. It is pretty difficult to educate this 
group in the way that we have been educated by following 
Mr. Waterson’s work in the formation of the Bureau of 
Medico-Economics. I think his contention is perfectly true, 
that the public relations of doctors begins and ends in 
the doctor’s office. If individual patients have good rela- 
tions with their doctors, there is no problem of adverse 
public relations. That problem is brought up with the 
economics of medicine, the delinquency of accounts, and 
such. If you have no delinquent accounts, you have no 
bad public relations. That is an organization and type of 
service that gives a basis or is the root of a disturbance 
that arises between doctor and patient. If you have good 
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individual doctor relations, surely, you will have good 
relationships of the medical profession as a whole. 

I would hate to see this resolution defeated because I 
think there is a plan that has never been explored at all, 
just as the field of prepaid medical care was not explored 
before the California Physicians’ Service got into it. This 
is a research problem where we can really do something 
to tell the individual county medical societies how they 
can have individually good relationships between their 
doctors and patients. 

Vice-SPEAKER ALESEN: Is there any further discussion on 
Dr. Bruck’s amendment to allow the Council to use its 
discretion to limit the amount to $50,000.00? 

. . . There being no further discussion on the amend- 
ment, the question was called for and the motion was 
put to a vote.... 

Vice-SpPEAKER ALESEN: The Chair is in doubt. All those 
in favor of adopting the amendment will please stand, 
and those cpposed to the amendment will then please 
stand. 

. A standing vote was taken on the motion to adopt 
the amendment... . 

VicE-SPEAKER ALESEN: The Chair is no longer in doubt. 
The amendment is carried and the pending question is on 
the adoption of the Committee’s recommendation as 
amended. Is there further discussion upon that? 

Dr. Andrews! 

Dr. ANpREws (Sonoma County): As I sat in the audi- 
ence I heard a few critical remarks about this measure 
being more or less geographically partisan. I happen to 
come from one of the cow counties myself and medico- 
economics happens to be a hobby of mine. During my 
college education, there was no opportunity to study 
medico-economics but during the practice of medicine and 
in a small community in the last fifteen years, it has be- 
come increasingly impressive upon me that the material 
we get from throw-away magazines on medicine isn’t 
worth a damn. It behoovés medicine, organized medicine, 
to reach in its pockets and to employ adequate statisti- 
cians and men trained in medico-economics research to 
try and find an answer to our present problem. I firmly 
support this resolution. 


Vice-SPEAKER ALESEN: Is there further discussion? 


Dr. BLonoin! 

Dr. E. A. BLonpin (San Diego County): Mr. Speaker: 
Last night a few of us were privileged to sit around and 
listen to Dr. Fernish. Mr. Waterson, a few minutes ago, 
was asked to come up here and express those sentiments, 
telling us something about it. He made a few remarks and 
then said he wanted to defer to Mr. Hunton, the Chairman 
of the Committee. Now what happened? Mr. Waterson 
didn’t tell us the story and Mr. Hunton didn’t come over 
to finish up telling us. I wish either one of these two 
gentlemen would come over and tell us what you want us 
to know. I would be very grateful if either one of these 
two gentlemen would come over and tell us their story. 

Vice-SPEAKER ALESEN: Mr. Hunton! 

Mr. Hunton: Mr. Speaker and Members of the House: 
The Advisory Planning Committee went before the Council 
on Tuesday of this week and recommended that a program 
designed to cultivate better human relations between the 
doctor and the individual patient should be studied and 
taken under advisement. The Committee did not request 
any definite action by the Council on that day but we did 
think that before this week was over some action on this 
recommendation should be taken by the Council. 

I am not speaking for or against the resolution before 
this House because I realize I have no authority to do 
so, but to the best of my knowledge no member of the 
Advisory Planning Committee had any advance knowledge 
that this resolution No. 14 was to be introduced. I believe 
that includes Mr. Waterson from Alameda County. 
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The thought of the Advisory Planning Committee was 
about this: That the problems of public relations of the 
medical profession can be divided into two divisions: first, 
the problem of political public relations such as this As- 
sociation has been undertaking for the past two years 
under the splendid work performed by Whitaker and 
Baxter. The second part was what some members of our 
Committee have chosen to call “human relations” as rep- 
resenting the relationship between individual doctors and 
individual patients. The thought behind stressing the so- 
called human relations was that if doctors gave to their 
patients good treatment in terms of human treatment rather 
than medical treatment, the crises which are confronting 
the Association and the profession from time to time 
would not rise in the future; that this problem ought to 
be met at the source and that it should be started at the 
gtass roots. 

We all know that in public relations work in any cor- 
poration—a utility company, a department store or any 
other organization dealing with the public—the first thing 
the public relations man does is to get at those people who 
meet the public and represent the organization. In banks 
they will go to the bank tellers; they will start with them 
and point out what the relationship with the customer of 
the bank is and they will also take steps to turn those 
relationships into channels which will make for better 
feeling on the part of the customer for the bank. The 
same thing is true everywhere. 


It is the belief of the Advisory Planning Committee that 
we have in California in the C.M.A. some 8,639 public re- 
lations outlets in the form of that number of members 
of the Association. We believe that outlet should be culti- 
vated. Mr. Whitaker gave you in his report a little while 
ago the fact that he had recommended as a part of the 
program for the coming twelve months a program such as 
the Advisory Planning Committee recommended to the 
Council. Dr. Moody stated that program was given to the 
Council in nebulous fashion and, as Chairman of the Ad- 
visory Planning Committee, I will have to plead guilty to 
that. When we put it to the Council on Tuesday, it was 
with the thought that the members of the Council would, 
during this week, have an opportunity to think over what 
we recommended and by the end of this week, with a 
new Council sitting, we might get an expression of opinion 
as to how the Council felt. For your information, I would 
like to give you the three points suggested to the Council 
for consideration by the Advisory Planning Committee. 
First, that emphasis on the human relations of medical 
practice be started immediately in order to improve doctor- 
patient relationships. Second, that this work be under- 
taken directly by the California Medical Association 
through the Executive Secretary under the direction of 
the Executive Committee and in cooperation with the Ad- 
visory Planning Committee. Third, that the Executive Com- 
mittee be authorized to appropriate sufficient funds to 
carry out this program as it develops. Those were the three 
points recommended by the Advisory Planning Committee 
to the Council. 

The thought behind this is quite simple. Mr. Whitaker 
has presented a budget and an outline of the campaign 
for the next twelve months in which, for the first six 
months, he is proposing that the present public relations 
campaign be carried on one hundred per cent and for the 
second six months the campaign be decreased, that is, 
that a lot of the field staff and the personnel no longer 
be employed. By that time the Voluntary Health Insurance 
Weeks will have been completed and that part of the 
campaign will be on a decreasing scale. 

It was the hope and thought of the Advisory Planning 
Committee that a real grass roots human relationship pro- 
gram might be developed so that, as Mr. Whitaker’s cam- 
paign tapers off, the other one might be built up so that 
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at the ultimate point we might level off the two campaigns 
and that they might remain on the same level as of today. 
Thank you. (Applause.) 

Vice-SPEAKER ALESEN: Dr. Garland! 


SECRETARY GARLAND: May your Secretary say a word? 


As Treasurer of this Organization, with all due respect 
to the distinguished speakers before me, I will say I don’t 
like it and ask your vote against it. 


Dr. Stantey R. Truman (Alameda County): Gentle- 
men, I think that it would be a great shame if this Or- 
ganization should turn down this splendid program. I 
think that we are all economically minded. We do not 
want to waste our money but I think we have been learn- 
ing our public relations from Medical Economics too long. 
I think it would be a splendid thing if this Organization 
could start a survey to find out what your Secretary says. 
When we turn patients away, that is just the thing that is 
going to make socialized medicine. I think we should be 
surveyed in our own actions and our actions with our 
patients. I am in favor of this motion and I hope you will 
pass it. 

Vice-SPEAKER ALESEN: Is there further discussion on the 
pending question? If not, are you ready to vote on the 
Committee’s recommendation? 

. . . There being no further discussion, the motion was 
put to a vote and it was carried... . 

Vice-SPEAKER ALESEN: A call has been made for a di- 
vision. All those in favor of the motion will signify by 
standing, and then those opposed will please stand. 

. .. A standing vote was taken on the motion... . 

Vice-SPEAKER ALESEN: The motion is carried, gentle- 
men. 

Dr. Moore: 


Resolution No. 15: 


The Committee would like to point out that the provi- 
sions outlined in this resolution are already operative and 
to make the recommendation that this resolution be not 
adopted. 

Mr. Speaker, I move that it be approved. 

Vice-SPEAKER ALESEN: If you adopt the Committee’s 
recommendation, you reject the resolution. 

. . » The motion was seconded, put to a vote and car- 
68... @ 

Dr. Moore: 


Resolution No. 16: 


The Committee recommends that this resolution be not 
adopted. 

The Committee’s recommendation as printed has been 
amended. I would like to submit a substitute resolution 
for Resolution No. 16 as recorded. 

Wuereas: The Council of the C.M.A. has recommended 
to the House of Delegates that the dues of the C.M.A. for 
1948 be not less than $60.00 per member in order to meet 
the approved budget; Therefore, Be It 

Resolved, That the dues of C.M.A. for the year of 1948 
be set at $60.00 per member. 

Vicr-SPEAKER ALESEN: Now, Dr. Moore, you are recom- 
mending that Resolution No. 16 be not adopted. You are 
also recommending that the dues be set at $60.00. Isn’t 
that your purpose by substitution? 

Dr. Moore: This Resolution No. 16 recommended $30.00. 

Vice-SPEAKER ALESEN: Well, your report states that you 
recommend that the resolution be not adopted and then 
you are going on to amend this by stating that the dues 
be set at $60.00 for the year 1948; is that correct? 

Dr. Moore: That is correct. 


Vice-SPEAKER ALESEN: Is there discussion upon the 
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recommendation of the Committee that the substitute reso- 
lution stating the dues be $60.00 for 1948? 

. . . The motion was seconded, put to a vote, and it was 
carried. . . . 

VicE-SPEAKER ALESEN: The California Medical Associa- 
tion dues are set at $60.00. 

Dr. Moore, proceed. 

Dr. Moore: 


Resolution No. 17: 


The Committee has determined that the provisions recom- 
mended in this resolution are already under continual 
consideration by the Board of Trustees of California Phy- 
sicians’ Service and feel that its adoption would be su- 
perfluous. The Committee therefore recommends that this 
resolution be not adopted. 

Mr. Speaker, I move that section of the Committee’s 
report be adopted. 

. .. The motion was seconded and, there being. no dis- 
cussion, it was put to a vote and carried... . 

VicE-SPEAKER ALESEN: It is adopted. 

Dr. Moore: 


Resolution No. 18: 


The Committee has slightly changed the third paragraph 
of this resolution which appears on page 10 of your printed 
resolutions. 

It has been changed to read as follows: 

Now, Therefore, Be It 

Resolved, That the Delegates of this Association to the 
House of Delegates of the American Medical Association 
are hereby authorized to expedite the recommendations of 
the public relations counsel, commonly known as the Rich 
Report, at the next meeting of the House of Delegates of 
the A.M.A. 

The Committee 
amended resolution. 

Mr. Speaker, I move that this section of the Committee’s 
report be adopted. 

. . . The motion was seconded. .. . 


Vicr-SPEAKER ALESEN: Is it your wish to discuss the 
recommendation of the Committee on this amended reso- 
lution? 

Dr. Bonnin: Did Dr. Moore by mistake read the origi- 
nal recommendation or did he read the changes and his 
recommendation? It seems to me he read the third para- 
graph of the original resolution. 

Dr. Moore: The first two paragraphs of the original 
resolution are “Whereases” and the third paragraph, be- 
ginning with “Resolved” is what I read. The Committee 
has recommended that this substitute paragraph be used 
instead of the third paragraph as originally read. The 
fourth of the original resolutior was not changed. 

VicE-SPEAKER ALESEN: Was there further discussion on 
that? 

. . . There being no further discussion, the motion was 
put to a vote and it was carried... . 

VicE-SPEAKER ALESEN: It is so ordered. 

Dr. Moore: 


recommends the adoption of this 


Resolution No. 20: 


The Committee recommends the adoption of this resolu- 
tion. 

Mr. Speaker, | move that section of the Committee’s 
report be adopted. 

. .. The motion was seconded. . . . 


Dr. Ciine: Mr. Speaker and Members of the House: I 
move amendment of the Committee’s report by substitution: 

Be It 

Resolved, That a Committee of not less than five and 
no more than nine members of the House be appointed 


CALIFORNIA MEDICAL ASSOCIATION 407 


before June 1, 1947, for the purpose of investigating the 
action and activities of the Council of this Association 
during the past three years, said Committee to be ap- 
pointed in the following manner: 

1. The Vice-Speaker Elect at the 1947 Annual Session 
shall make the appointments and determine the exact size 
of the Committee and name the Chairman of the Com- 
mittee; 

2. The Vice-Speaker shall give due consideration to geo- 
graphic distribution and size of the population areas in 
making appointments; 


3. In selecting members of the Committee he shall give 
due consideration to character, knowledge of medical af- 
fairs, interest in the welfare of this Association and willing- 
ness to devote whatever amount of time may be necessary 
to conduct a thorough investigation; 


4. No member or former member of the Council shall 
be eligible to serve on the Committee; and, Be It Further 


Resolved, That at the earliest possible date the Com- 
mittee shall meet, organize and prepare plans for com- 
pleting a thorough investigation of the Council; And, Be 
It Further 


Resolved, That the Committee shall be specifically in- 
structed to investigate the following items: 


1. Whether the Council has acted within the limitation 
of and in conformity with the present provisions of the 
Constitution and By-Laws of this Association in conduct- 
ing the business of the Association; 


2. Whether there has been malfeasance or misfeasance 
in office on the part of any member of the Council during 
the past three years; 


3. Whether the Council has exercised reasonable dili- 
gence in carrying out the instructions of the House of 
Delegates which were mandatory in nature and whether 
the Council has given due and proper consideration to 
those Acts of the House of Delegates, whether in the form 
of recommendation or suggestion; 


4. Whether the actions of the Council during the past 
three years has been consistent with the general policies 
laid down by the House of Delegates in session, whether 
Annual or Special, held since April 1, 1944, and the pres- 
ent date; And, Be It Further 


Resolved, That while the Committee is especially in- 
structed to investigate each and all of the foregoing, it 
shall, in addition, be empowered to investigate any and 
all phases of the Council’s activities; And, Be It Further 


Resolved, That all recommendations of the Association 
shall be made available to the Committee and that all of- 
ficers and Councilors of the Association are hereby in- 
structed to cooperate with the Committee in its investiga- 
tion and that advice and assistance of the legal ccunsel 
of the Association shall be made available to the Com- 
mittee. In connection with the services rendered to the 
Committee, legal counsel shall not be required to disclose 
to the Council or any member thereof or any committee 
member of this Association or House of Delegates the 
nature of any advice given to the Committee or any matter 
or thing done for the Committee or any communication 
between the Counsil and the Committee except with the 
express consent of the Committee; And, Be It Further 


Resolved, That the time, places and nature of meetings 
of the Committee shall be determined solely by the Com- 
mittee; And, Be It Further 

Resolved, That the Council is hereby directed to provide 
the Committee with such funds as shall be reasonably 
necessary to carry out these instructions; And, Be It 
Further 

Resolved, That the Committee shall report to the Chair- 
man of the Council and subsequently to the Council any 
improvement for conduct upon the part of any officer, 
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Councilor or employee of the Association or any evidence 
of dereliction of duty on the part of any officer, Councilor, 
employee, or lack of conformity of action of the Council 
with the Constitution and By-Laws of the Constitution that 
may come to the Committee’s attention; And, Be It Further 

Resolved, That the Committee shall make a full report 
in writing to the House of Delegates at the 1948 Annual 
Session, including therein its opinion with respect to the 
wisdom and judgment exercised by the Council in the 
conduct of the affairs of the Association during the past 
three years. 

. . . The motion was seconded. .. . 


Vice-SPEAKER ALESEN: Is that an amendment by sub- 
stitution? Is that a substitution to the recommendation of 
the Committee? 

Dr. CLINE: Yes. 


Vice-SPEAKER ALESEN: The amendment is now open 
for discussion. 


Dr. Cline! 


Dr. Cine: I would like to explain this amendment. 
There have been many things said privately and some 
publicly with reference to the conduct of the affairs of this 
Association by the Council. The members of this Associa- 
tion have a right to know whether or not their affairs are 
being well and carefully managed. The Council is composed 
of human beings. They work hard in spite of the wise 
cracks that we heard today. It does the best job it knows 
how for your Association but, as humans, it is fallible. 


Certain of the resolutions brought into this House of 
Delegates expounded a few minor evidences of the in- 
efficiencies on the part of the Council. Therefore, it is the 
feeling of the Council that it should be thoroughly and 
completely investigated and that a full report be made to 
this House of Delegates to the end that you know what 
the Council is doing. The Council desires to serve the 
Association as best it can. If it is not doing so, then please 
have the deficiencies pointed out. At the same time, if 
the Council is doing a reasonably good job, let us have 
that established beyond any peradventure of doubt. 

The reason for this appointment of this Committee in 
this particular way as outlined is because of the elected 
officers of this Association. In a very short time there will 
only be one of them who has not been a member of the 
Council. To that man you gave a resounding vote of con- 
fidence this evening. I think you can thoroughly agree 
that he will appoint a Committee and with the safeguards 
placed about this Committee, there can be thrust upon it 
the responsibility of this investigation. 


VicE-SPEAKER ALESEN: There is before you the amend- 
ment. Is there further discussion? 


Dr. REMMEN: It seems to me that the last speaker had 
taken a rather defensive attitude. The idea of a survey 
committee is not a new idea. We had such a committee 
in 1938. I don’t remember the details except I know that 
a survey was made on the efficiency and activities of the 
Council and expenditures. I am sure there is no reason or 
no motive, in the way this was drawn up, in suggesting 
that anyone was derelict in his duty. Why should one man, 
no matter how good he is, be designated to select this 
important committee—I don’t know. 


The resolution, as originally drawn, suggested that two 
members be appointed by the Council, one member to be 
selected by the following component societies: San Fran- 
cisco, Los Angeles, Alameda, Sacramento and San Diego. 
That at least would seem to give some of the larger 
counties a little opportunity to work in that survey. One 
doesn’t necessarily make a survey with the critical point 
of view or with the idea of finding trouble. Surveys should 
be constructive. I am sorry to say that many of ours which 
have been authorized at great expense by this Association 
in the past haven’t been so successful or so productive. 
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Mr. Chairman, I would like to move, as an amendment 
to Dr. Cline’s amendment, that that paragraph following 
the first “resolved” on page 2, which is giving a special 
committee a survey, that it shall be created and consist 
of seven members to be selected as follows. Two mem- 
bers to be appointed by the Council and one member to 
be selected by each of the following component societies: 
San Francisco, Los Angeles, Alameda, Sacramento, and 
San Diego, and that this be substituted for Dr. Cline’s 
suggestion that the Vice-Speaker of the Association select 
the whole committee. Why place that responsibility on one 
poor man? Myself, I like democracy. 

I greatly admire the organization of this House of Dele- 
gates which has consistently carried everything except for 
about forty votes but just the same, I think, perhaps, in 
principle most of us do admire democracy. 

Vice-SPEAKER ALESEN: Is there a second to Dr. Rem- 
men’s amendment? 

Dr. BreirmMan: I will second the amendment. 


VicE-SPEAKER ALESEN: We are now at the end of the 
amendments. It cannot be amended beyond’ the second 
time. The question now before you is on the change of 
the size of the committee as suggested by Dr. Rem- 
men whose amendment is that, instead of being named by 
the Vice-Speaker Elect, it be named by the special com- 
mittee of two members to be appointed by the Council, 
one member to be selected from the component societies 
of San Francisco, Los Angeles, Alameda, Sacramento and 
San Diego. 

Do you understand the amendment? 

Is there a discussion on this amendment now? 


Dr. Shipman! 
Dr. SHipmMaAn: Members of the House of Delegates and 


members of the Council: I would like to point out that 
if you have confidence in the Council, the easiest thing 


to do would be to defeat this and save a great deal of 
money. It seems to me we have appropriated money some- 
what inadvisedly this evening and I hate to see it ap- 
propriated even for the investigation of myself and the 
Council. I hope personally that it will be defeated. I hate 
to take issue with Dr. Cline, though. 

. . . Speaker Askey assumed the Chair. . . 


Speaker Askey: Is there further discussion on Dr. 
Remmen’s amendment? 

Dr. Bruck! 

Dr. Bruck: Members of the House of Delegates: It 
seems to me that when one asks to have himself investi- 
gated, it should be a wise investigation and a thorough 
investigation, and that the investigation should be done 
by a group that would encompass the whole House of 
Delegates and not limit it to five populous counties of 
the state. I do not believe that the Council should be in- 
vestigated by two members whom the Council might ap- 
point. I would, therefore, ask you to defeat the amend- 
ment. 

SpeaAKeR AsKeEy: Is there further discussion on the 
amendment to the amendment? 

. . . There being no further discussion on the amend- 
ment to the amendment, a vote was taken on the motion 
to adopt the amendment to the amendment, and the 
amendment was lost... . 

SpeaKER Askey: The amendment is lost. 

The amendment that is now before you is that as pre- 
sented by Dr. Cline. Is there discussion on that amend- 
ment? 

. . . There being no discussion on the amendment to 
the motion, the question was called for, the motion to 
adopt the amendment was put to a vote and the amend- 
ment was lost... . 

Speaker Askey: The amendment is lost. 

You now have before you the recommendation of the 
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Committee which was the adoption of this original reso- 
lution. Is that correct? 


Dr. Moore: Correct. 


Dr. Warp: As a member of the Committee and also as 
a member of the House of Delegates, I would like to speak 
against that recommendation. I think the whole thing is 
a damn nuisance. (Applause.) I have the utmost con- 
fidence in our Council and I see no reason at all why we 
should have an investigating committee to investigate our 
trusted, elected representatives. I am pretty well satisfied 
with the way the business of the California Medical As- 
sociation has been run. I hope you will defeat the recom- 
mendation. (Applause.) 

. . » The question was called for. .. . 

SPEAKER ASKEY: The motion before you now is to 
adopt the resolution, No. 20. 

. . . The motion was put to a vote on the adoption of 
resolution No. 20 and the motion was lost... . 

SpeEAKER ASKEY: It is lost. 

Continue, Dr. Moore. 

Dr. Moore: 


Resolution No. 21: 


The recommendations enumerated in this resolution are 
already covered by the various activities of the Council 
and the committees. Your Committee feels that no further 
duplication of activities is desirable and therefore recom- 
mend that this resolution be not adopted. 


Mr. Speaker, I move this section of the report be 
adopted. 


. . . The motion was seconded and, there being no dis- 
cussion, it was put to a vote and the motion was carried. 


SPEAKER ASKEY: The motion is carried. Resolution No. 
21 is defeated. 


Dr. Moore: 


Resolution No, 22: 


The Committee recommends 
adopted. 


that this resolution be 


Mr. Speaker, I move that this section of the report be 
approved. 

. . . The motion was seconded and, there being no dis- 
cussion, it was put to a vote and carried... . 


SPEAKER AsKEy: It is carried. 
Dr. Moore: 


Resolution No. 23: 


The Committee recommends 
adopted. 


that this resolution be 

Mr. Speaker, I move that this section of the Committee’s 
report be adopted. 

. . . The motion was seconded, and, there being no dis- 
cussion, the motion was put to a vote and it was unani- 
mously carried. . . . 

SPEAKER ASKEY: It is carried. 

Dr. Moore: 


Resolution No, 24: 
this 


The Committee recommends that resolution be 


adopted. 

Mr. Speaker, I move that section of the Committee’s 
report be adopted. 

. . . The motion was seconded... . 


SpeaAKeER ASKEY: Is there discussion? 


Dr. Bruck: I am very much in favor, of course, of hav- 
ing the history of the California Medical Association pre- 
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pared and done in the best possible way, but, as a member 
of the Council, I would like to know what “reasonable 
sums” are. We have just had about fourteen or fifteen 
years of blank checks in Washington and I don’t think 
this is the time to start it here. 

Speaker Askey: Is there any further discussion? 

. .. There being no further discussion, the question was 
called for, the motion was put to a vote... . 

SPEAKER ASKEY: The Chair is in doubt. All those in 
favor will please stand and then those opposed will please 
stand. 


. .. A rising vote was taken on the motion. . . 
SPEAKER AsKEY: The motion is lost. 

Proceed, Mr. Chairman. 

Dr. Moore: 


Resolution No. 25 


The Committee recommends the adoption of this reso- 
lution. 


Mr. Speaker, I move the adoption of this section of the 
Committee’s report. 


. . - The motion was seconded, and, there being no dis- 
cussion, it was put to a vote and carried. ... 


SPEAKER AsKEy: It is carried. Proceed. 
Dr. Moore: 


Resolution No. 27: 


The Committee has amended this proposed amendment 
to the By-Laws as presented by eliminating the require- 
ment for a mandatory publication within one year and 
setting the 90-day notification period to begin upon re- 
ceipt of the manuscript by the editor. As amended, this 
amendment to the By-Laws will then read: 


1. By deleting Paragraph 1, of Section 4, of Chapter 
VII; and 


2. By adding the following as paragraph 2, of Section 
5, of Chapter VII: 


“Whenever the author of a paper read before this As- 
sociation has not been advised by the Committee on Pub- 
lications or the Editor of California Medicine within 
ninety days after receipt of the manuscript by the editor 
that the paper is considered suitable for publication in 
the official publication of the California Medical Associa- 
tion and will be published, the author of the paper may if 
he so desires, offer it for publication elsewhere.” 

The Committee 
amended resolution. 


recommends the adoption of this 


Mr. Speaker, I move this section of the Committee’s 
report be adopted. 


. . . The motion was seconded and, there being no dis- 
cussion, it was put to a vote and carried. ... 

SPEAKER AsKEY: It is carried. 

Dr. Moore: 


Resolution No. 28: 


The Committee would like to direct your attention to 
the provisions of this resolution which do not, call for 
action but request serious consideration by the members 
of the House of Delegates. It is the recommendation of 
the committee that this resolution be adopted. 

Mr. Speaker, I move this section of the Committee’s re- 
port be adopted. 


. . . The motion was seconded and, there being no dis- 
cussion, it was put to a vote and carried... . 

SPEAKER AsKEy: It is carried. 

Dr. Moore: 
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Resolution No. 29: 


The Committee recommends that this resolution be 
adopted. 

Mr. Speaker, I move for the adoption of this section of 
the Committee’s report. 

. . . The motion was seconded and, there being no dis- 
cussion, it was put to a vote and carried. ... 

SPEAKER AsKEyY: It is carried. 

Dr. Moore: I would like to move for the adoption of 
the complete report as a whole as amended. 

The motion was seconded, put to a vote and 
unanimously carried. . . . 

SPEAKER AskEy: It is carried. 

At this time your Speaker wants to compliment the 
members of the various Committees that worked so long 
and hard. I want to call their names again so you may 
know them. 

Credentials Committee: Dr. de los Reyes, Dr. Orrin 
Cook and Dr. Royston. 

Reference Committee No. 1: Dr. Regan, Chairman, Dr. 
Lum and Dr. Roos. 

Reference Committee No. 2: Dr. Chester L. Cooley, Dr. 
Alfred B. Wilcox and Dr. C. L. Mulfinger. 

Reference Committee No. 3: Dr. A. E. Moore, Dr. 
Eugene Hoffman and Dr. Robertson Ward. 

The Tellers Committee: Dr. Royston, Dr. Simpson and 
Dr. V. G. Ghormley. 

The second Tellers Committee was composed of Dr. 
Doughty, Dr. Delprat and Dr. Cunnane. 

I want to thank them all in behalf of this House and 
assure them that we know how much work they have done. 

Now, there are a few things we are going to have to do 
in order to get through here and finish our business. One 
of the first things before you is the adoption of the budget. 
Do I hear a motion to approve or adopt the budget as 
presented ? 

Dr. Bruck: I so move. 

. . . The motion was seconded and, there being no dis- 
cussion, it was put to a vote and unanimously carried... . 

SpeaAKER AsKEY: The budget is adopted. 


Is there any New Business that can properly come be- 
fore this House of Delegates? 


If not, I would like to call for a certain gentleman in 
the audience to come to the rostrum, Dr. George Kress. 
Will you please come. And, Dr. Lowell Goin, if he is 
in the house—I would like to have him come also. (Rising 
Applause. ) 


I want to introduce Dr. Sam McClendon who has some- 
thing to say in regard to Dr. Kress. 


Dr. Sam J. McCienpon: Mr. Speaker, Members of the 
House: I thought when I spoke to you a few minutes ago 
that that would be the last time I would appear before 
this House but it seems to me I have still another very 
pleasant duty. I have been associated with Dr. George 
Kress for a good many years as a member of the House 
and as a member of the Council and as an officer of the 
California Medical Association. I have seen his work, his 
able work, his generous work, and his sacrificious work 
in the California Medical Association so, it is really with 
tremendous pleasure that I present to Dr. George Kress 
this plaque in honor of his years of service as Secretary 
and as the author of the History of California Medicine. 
(Applause.) 

Dr. Georce Kress: Mr. Speaker and Members of the 
House: I thank you again, all of you, very, very much 
for this continued expression of kind thoughts. I love you 
all and I want to be part of you until I pass on and I 
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know that each continuing year, each year that follows, 
will give me the same unceasing pleasure even though I 
am not so active a part of your body as heretofore in the 
many years past and to be able to look forward to such 
participation in your conferences and to be a part of you 
will make these last years very, very pleasant. Thank you 
very, very much. (Applause.) 


SPEAKER AsKEY: This meeting of the House would not 
be a meeting of the House without your presence, Dr. 
Kress, and we all love you and are glad you are here with 
us. 


At this time I am going to ask the President of the 
California Medical Association to present to you your ne 
President. Dr. McClendon! ; 


Dr. McCienpon: Mr. Speaker and Members of the 
House: I again have the pleasant privilege and I would 
like to present to you your newly-elected President, or 
your inducted President, rather, Dr. John Cline. 
(Applause.) 

Dr. Cine: Thank you very much. You have been very 
patient with me through the years and you will hear a 
great deal more from me. You are going to have to put 
up with me for another year. I will do my best to serve 
you and all I am going to ask is the continued unified 
support of the California Medical Association, that it be 
maintained, so that we can meet the enemies who threaten 
us, more effectively than heretofore. Thank you very much. 


It is my extreme pleasure to present to you someone 
whom you know very, very well, the President-Elect, Dr. 
Vincent Askey. (Applause.) 

Presipent Askey: I am not going to make a speech. 
You have heard too much from me already. Thank you 
again. I appreciate it very much. 


It is now my great pleasure, as your Speaker, in one 
of his last duties to this body, to present to you your new 
Speaker of the House of Delegates of the California Medi- 
cal Association, Dr. Lewis A. Alesen. (Applause.) 


Dr. Lewis A. ALESEN: Thank you, Mr. Speaker. 


I would now like to present to you your new Vice- 
Speaker, Dr. Donald Charnock. 


Vice-SPEAKER CHARNOCK: Thank you very much, Mr. 
Speaker. 


SPEAKER ASKEY: At this time I would ask your new 
President to come to the rostrum. He has a duty to per- 
form which I wish he would perform. 


PRESIDENT CLINE: At this time I am not performing any 
duty which is normally the duty of the new President but 
rather the duty of the Past President, but in the un- 
avoidable absence of Dr. Phillip Gilman, it is my privi- 
lege and pleasure to present your retiring President, Dr. 
Sam McClendon who has served you extremely well, with 
this memento of the Association’s appreciation of the 
services which he has rendered to it. He has served faith- 
fully and I know that in his retirement from the Presi- 
dency he will continue to serve you faithfully in every 
way in which he can because that is the kind of person 
Sam McClendon is. 


Sam, it is with a great deal of pleasure that I present 
you with this plaque in appreciation of your services as 
President of this Association. 


Dr. McCienpon: It is hard to say very much under 
circumstances like this. I appreciate this very much and 
to John Cline I would also like to express my appreciation 
of the California Medical Association and its officers this 
year. I am proud of the actions of this House tonight, to 
know that we have the unanimous support of the Organi- 
zation in all of its activities. Thank you very much. 

SpEAKER ASKEY: Mr. President, I want to make one or 
two announcements and then we are all finished. 
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The new Council which means all newly-elected mem- 
bers of the Council and all present members, will meet 
in conference room No. 6 at 8:00 o’clock tomorrow morn- 
ing. 

At this time I will ask for approval of the minutes of 
this Session of the House of Delegates and would ask 
that the President, the Speaker and the Secretary be ap- 
pointed as a committee to edit these minutes. Do I hear 
such a motion? 
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Dr. Bruck: I so move. 

. . . The motion was seconded, put to a vote and car- 
Vids 6 <.. 

SPEAKER AsKEY: It is so ordered. 


At this time is there any further business. If not, a 
motion to adjourn is in order. 

. . . It was moved, seconded, and carried that the meet- 
ing adjourn. . 

... The meeting adjourned at 12:45 am.... 


C.P.8.—A Library Of Medical Data 


A phase of California Physicians’ Service record- 
keeping which has potential value beyond its uses 
in the operation of a medical care prepayment plan 
is the compilation of data by the Medical Claims 
Department. These records show the incidence of 
disease among C.P.S.’ 450,000 members, the kind 
of disease, the method of diagnosis, the course, the 
treatment, the end result, the cost. 


Knowledge that there are such recerds suggests 
immediately to imaginative minds scores of uses to 
which they might be put in the advancement of 
scientific medicine as well as in medical economics. 


Although the figures at present, covering some 
450,000 beneficiary and 7,500 physician members 
of C.P.S., admittedly are not an exact cross-section 
of the health and illnesses and treatment of all the 
people of California, they may be looked upon as 
representative of all save the medically indigent. 
Dr. A. E. Larsen, C.P.S. medical director, believes 
that from the records at hand it is possible to de- 
termine with a fair degree of accuracy how many 
people in a community will be ill at any given time 
and the nature of their Illness. As C.P.S. member- 
ship increases and actuarial experience is broad- 
ened, forecasting on the basis of the records can be 
made almost exact. 


In such information there are medical economic 
values lying beneath the obvious use of the figures 
in the financial operation of a prepaid medical care 
plan. Knowing how many people are ill at any time 
and the kind of treatment they require, it is pos- 
sible to say how many doctors are occupied, what 
they are treating, and how busy they are, in any 
area of the state. And with that information it is 
possible to supply an answer to the question: Where 
are doctors needed most and what kind of doctors 
are needed? Useful information—not only imme- 
diately useful to those interested in economic dis- 
tribution of medical care, but of possible assistance 
to medical schools in planning curricula. Exact 
knowledge of what medical students will face in 
practice could be converted to advantage in deter- 
mining what kind of training they should have. To 
know in advance what proportion of a student 


body might be expected to find need for its services 
in a particular branch of medicine is to know how 
to arrange classes, what to emphasize, how to guide 
the interests of individual students so that the class 
upon graduation will most nearly fit its economic 
surroundings. In this way the problem of distribu- 
tion of medical care might find a beginning of its 
solution in the medical colleges. 


Another by-product of the C.P.S.—one which is 
immediately and importantly useful politically—is 
the library of facts regarding medical care avail- 
ability and costs. These facts are the source of in- 
formed, hence intelligent, argument against state 
medicine. Already they have been cogently used in 
this respect, for it has been difficult for the advo- 
cates of state medicine to advance their proposals 
with supposition and guesswork in the face of op- 
ponents armed with fact and experience. 


Although doctors have had to concern themselves 
with the economic and, of late, the political aspects 
of medicine, probably more appealing to their 
natural inclination of thought are the scientific 
uses to which the data being gathered might be 
put. In this regard, Dr. Larsen pointed out that 
through his office it is possible to get the entire 
medical record of an individual member, or the 
records of a hundred members, or a thousand, with 
the same disease. The records of patients who have 
flitted from doctor to doctor, from diagnosis to 
diagnoses, from hospital to hospital—records that 
are available only piecemeal from each of those 
sources—can be supplied in aggregate by C.P.S. at 
the touch of a few keys on a punch-card machine. 
Moreover, the records of all patients with similar 
histories can be furnished. Not the names of pa- 
tients, of course, but all the other facts contained 
in conventional medical records. 


With selected data before them, practicing phy- 
sicians, teachers in medical schools, and those en- 
gaged in research might draw comparisons and 
contrasts leading ultimately to answers to problems 
confronting them. A ‘researcher, particularly, might 
go to this source for support of a theory. Or study 
of the figures—a search for significant parallels and 
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divergences in case histories where many are avail- 
able—might develop the one remarkable fact needed 
to open new avenues of research, as it was once 
remarkable in another time that milkmaids had 
smooth skins. 

Doctors writing medical manuscripts might use 
the C.P.S. records to advantage. One writing of, 
say, Hodgkin’s disease, could in a few minutes get 
from the C.P.S. files more and considerably broader 
data concerning some phases of the disease than he 
could expect to come by even in years of specialized 
practice. 


There is nothing new about these uses of sta- 
tistics in medicine. But C.P.S. as a source of the 
statistics is relatively new, and it is unique in that 
it can supply trustworthy data on a considerably 
broader segment of medical practice than any pre- 
viously available source in the state. Moreover, the 
statistics are medicine’s own and notable on that 
score alone. 


At present C.P.S. has no regular department for 
supplying physicians with the particular data for 
which they might ask. Dr. Larsen anticipates, how- 
ever, that such a function can be included in the 
organizational set-up if the volume of inquiries 
warrants. Meanwhile the data can be furnished by 
the staff as it is at present. 


C.P.8. Letter on Use 
Of Lay Laboratories 


Pointing out that it is the intention of California 
Physicians’ Service to render professional medical 
services to beneficiary members, the C.P.S. Board 
of Trustees has sent to physician members a letter 
requesting that all x-ray and laboratory work for 
C.P.S. patients be done by qualified physicians 
rather than by lay agents. Text of the letter follows: 


“The basic conception in the operation of Cali- 
fornia Physicians’ Service is that beneficiary mem- 
bers prepay dues, in return for which they receive 
professional services as needed. 


“Since California Physicians’ Service is an or- 
ganization owned, controlled and directed by doc- 
tors of medicine, it goes without saying that the 
services rendered our beneficiary members should 
be given by licensed physicians and surgeons. 


“In this respect it has been noted by C.P.S. that 
an increasing amount of x-ray and laboratory work 
is being performed by lay agents, rather than by 
our doctors. 


“In order to maintain the principles on which 
C.P.S. was founded, it is our strong recommenda- 
tion that in the future ALL laboratory and x-ray 
work which cannot be performed in your office be 
referred to physicians qualified to do this tvpe of 
work. 


“We shall sincerely appreciate your cooperation 
in this matter.” 
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Inu Memoriam 


Aten, Frances Morton. Died in San Diego, April 13, 
1947, age 79. Graduate of the University of Michigan 
Medical School, Ann Arbor, 1896. Licensed in California 
in 1908. Doctor Allen was a Retired Member of the San 
Diego County Medical Society and of the California Medi- 
cal Association. 


+ 


BronFe_p, NATHAN. Died in Los Angeles, April 10, 1947, 
age 61, of a heart attack. Graduate of Loyola University 
School of Medicine, Chicago, 1916. Licensed in California 
in 1920. Doctor Bronfeld was a member of the Los Angeles 
County Medical Association, the California Medical Asso- 
ciation, and a Fellow of the American Medical Association. 


ate 


Davipson, LAwreNcE Leroy. Died in Santa Monica, 
April 21, 1947, age 46. Graduate of the University of 
Nebraska College of Medicine, Omaha, 1926. Licensed in 
California in 1941. Doctor Davidson was a member of the 
Los Angeles County Medical Association, the California 
Medical Association, and a Fellow of the American Medi- 
cal Association. 


+ 


Ketty, THomas HENnsHAw. Died in San Francisco, May 
10, 1947, age 57, of coronary occlusion. Graduate of the 
University of Cincinnati College of Medicine, 1914. 
Licensed in California in 1920. Doctor Kelly was a mem- 
ber of the San Francisco County Medical Society, the 
California Medical Association, and a Fellow of the 
American Medical Association. 


+ 


STEELE, ARTHUR Bruce. Died in Santa Barbara, February 
20, 1947, age 49, of a cerebral hemorrhage. Graduate of 
Stanford University School of Medicine, Stanford Univer- 
sity, San Francisco, 1931. Licensed in California in 1931. 
Doctor Steele was a member of the Santa Barbara County 
Medical Society, the California Medical Association, and 
a Fellow of the American Medical Association. 


* 


Steen. Emeratp Jasper. Died in Fullerton, April 24, 
1947, age 53, in an automobile accident. Graduate of the 
College of Medical Evangelists, Loma Linda, Los Angeles, 
1920. Licensed in California in 1920. Doctor Steen was a 
member of the Orange County Medical Association, the 
California Medical Association, and a Fellow of the Amer- 
ican Medical Association. 


+ 


Witcox, Rosert Wiiuiam. Died in Seal Beach, April 6, 
1947, age 57. Graduate of Stanford University School of 
Medicine, Stanford University, San Francisco, 1917. Li- 
censed in California in 1918. Doctor Wilcox was a Re- 
tired Member of the Los Angeles County Medical Asso- 
ciation, the California Medical Association, and an Affili- 
ate Fellow of the American Medical Association. 


+ 


YELLIN, DanteL. Died in San Francisco, March 5, 1947, 
age 32. Graduate of the University of California Medical 
School, Berkeley-San Francisco, 1939. Licensed in Cali- 
fornia in 1939. Doctor Yellin was a member of the San 
Francisco County Medical Society, the California Medical 
Association, and a Fellow of the American Medical Asso- 
ciation. 
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Salute to a Gentleman 


in. the late evening of Saturday, May 10, 1947, a 
versatile student and well known obstetrician went 
to his eternal reward. In the eyes of many he was 
just a large and cheerful physician engaged in the 
timeless task of delivering new souls into the world 
and protecting the health of their mothers. But to 
many physicians he was first and foremost a man 
of remarkable honesty and fearlessness, who per- 
formed a great and lasting benefit for medicine in 
California. Thomas Henshaw Kelly was one of the 
two marble pillars upon which our voluntary health 
insurance program was erected. He was one of the 
two men who gave their time and energy unspar- 
ingly in order that this venture might survive its 
delicate birth and succeed in its uncertain youth. 


And Tom Kelly is dead. 


Besides his contribution to the development of 
California Physicians’ Service, Doctor Kelly took 
a vigorous part in the affairs of the San Francisco 
County Medical Society and the State Medical Asso- 
ciation for many years. He was Secretary of the 
San Francisco County Medical Society from 1928 
to 1932, and President in 1937. He was a member 
of the Council of the California Medical Associa- 
tion from 1929 to 1938, and served as Chairman of 
that body from 1933 to the spring of 1936. It 
seems only a few years since we saw him on our 
occasional visits to the new office of that Associa- 
tion in the 450 Sutter Medical Building, when Doc- 
tor Emma Pope was Secretary. Doctor Pope would 
sit serenely in her chair, blinking with gentle per- 


CALIFORNIA MEDICAL ASSOCIATION 


413 


turbation at the torrent of verbiage on miscellane- 
ous state problems which Tom would loose forth 
upon the morning air, while pacing the floor in 
several directions. His public utterances were enter- 
taining; his semi-private ones unforgettable. Be- 
sides his county and state medical organizations, he 
took an active part in the Department of Obstetrics 
at Stanford University Medical School, in the Bay 
District Obstetrical Society and in other scientific 
groups. He was graduated from the University of 
Cincinnati School of Medicine in 1914 and had 
reached his 57th year at the time of his death. 


Tom Kelly was a remarkable speaker and an 
unusually able debater. His utter frankness and 
vigor of expression disturbed a few who would 
rather keep unpleasant truths unspoken. He plunged 
into hobbies with a gargantuan enthusiasm, pro- 
gressing from one to another with Chestertonian 
glee and extravagance. Johnson observed that “He 
who aspires to be a hero must drink brandy.” We 
are quite certain that Tom never had any such 
aspirations; he came by his heroism unconsciously, 
but could never have been accused of refusing to 
fulfill Johnson’s requirement! He loved life and he 
had many friends. None will miss him more than 
those in the California Medical Association, espe- 
cially those who worked in 1932 and 1933 on the 
problems of medicine, group hospitalization, and 
voluntary sickness insurance. His wit and wisdom 
will be lacked; his spirit long remembered. 


To his widow we wish to extend our deepest 
sympathy. 





NEWS and NOTES 


NATIONAL © STATE ® COUNTY 


FRESNO 


Dr. Hyman M. Ginsburg has been chosen by the 
local chapter of Hadassah as one of 600 American 
medical men whose names are to be placed in the 
cornerstone of a new hospital unit for tuberculous 
patients to be built on Mt. Scopus in Jerusalem. The 
new 200-bed unit will be a part of the Hadassah Medi- 
cal Center, which is open to all races and creeds. 


Dr. W. G. Milholland spoke recently on Radiation 
Therapy before a meeting of the Central California 
Society of X-Ray Technicians at St. Agnes Hospital, 
Fresno. 


LOS ANGELES 


“Welcome and respected in homes throughout the 
world, doctors can do much to promote international 
good will,” said Dr. Herbert Acuff, president of the 
United States Chapter of the International College 
of Surgeons, at a recent meeting at the University 
Club in Los Angeles. Speaking before nearly 100 sur- 
geons, all members of the Southern California Guild 
of the International College, Dr. Acuff stressed the 
necessity for the college to be a medium of interna- 
tional amity as well as a world-wide exchange of 
medical and surgical techniques. 

Dr. Acuff is chief of Staff of St. Mary’s Hospital, 
Knoxville, Tennessee, and is president of the South- 
eastern Surgical Congress. 


Dr. Carl Rusche, president of the Southern Cali- 
fornia Guild of the College, presided at the meeting. 


Dr. Kurt F. Behne, Los Angeles, former member 
of the California Medical Association, who died in 
January, 1944, has been awarded the Selective Serv- 
ice Medal posthumously by Congressional action. The 
medal and citation, which were presented to his wife, 
Dr. Dorothea Behne, were awarded to Dr. Behne for 
devoting a major portion of his time from 1941 until 
his death to serving without pay as an examining 
physician at a local draft board. 


Dr. Louis E. Martin has been elected president of 
the Los Angeles County Tuberculosis and Health 
Association. He succeeds Dr. Reginald H. Smart, 
who became first vice-president. 


Dr. E. T. Remmen spoke recently on the subject 
of “The Proposed State Compulsory Health Insur- 
ance Plan” at a meeting of the Wilshire-Kiwanis at 
Chapman Park Hotel, Los Angeles. Dr. Remmen is 
president of Los Angeles County Medical Association. 


Dr. John N. Osburn, former chief of the eye, ear, 
nose and throat department of the Santa Fe Coast 
Lines Hospital, Los Angeles, has been appointed 
chief surgeon at the same institution. Dr. Osburn, 
who has been associated with the hospital for 27 
years, succeeds Dr. R. W. Miller. 


Dr. Louis B. Shine, who just finished serving four 
and one-half years in the Army Medical Corps, has 
opened offices at 14472 Dickens St., Sherman Oaks. 
A graduate of the University of Iowa Medical School, 
Dr. Shine was on the staffs of Bellevue Hospital and 
Lincoln Memorial Hospital in New York City before 
he entered the army. 


SAN FRANCISCO 


Dr. J. C. Geiger, Public Health Director, received 
the Public Relations Club’s first annual Achievement 
Award at a Fairmont Hotel luncheon, May 22. Robert 
Gordon Sproul, University of California president, 
made the presentation. Dr. Geiger was chosen for the 
award because of his contributions to the civic better- 
ment of San Francisco. 


Dr. Robert S. Stone, Professor of Radiology at the 
University of California Medical School, San Fran- 
cisco, who was closely associated with atomic re- 
search during World War II, was selected to deliver 
the Janeway lecture at the 29th annual meeting of 
the American Radium Society which was held in At- 
lantic City, June 9 and 10. Dr. Stone, whose lecture 
was entitled “Neutron Therapy and Specific Ioniza- 
tion,” was awarded the Janeway medal. 

The Janeway lecturer is selected annually by a 
committee of six members of the American Radium 
Society, which is composed of many of the country’s 
leading cancer specialists. The award was established 
in 1933 in memory of Henry Harrington Janeway for 
his pioneer work in the field of radium therapy. 


Dr. Leo Eloesser, San Francisco surgeon, was 
honored guest recently at a dinner sponsored by the 
Women’s Division of the Spanish Refugee Appeal. 
Dr. Eloesser headed the American Mobile Medical 
Unit during the Spanish civil war and for the past 
two years was in charge of UNRRA’s medical teach- 
ing program in China. 


SAN MATEO 


Dr. Carl L. Hoag was reelected president of the 
San Mateo County Blood Bank at the annual meeting 
of trustees, and Dr. R. D. Howe of Redwood City 
was named to the board of trustees, replacing Dr. 
H. C. Moffatt of Woodside, who resigned. 

In his annual report Dr. Hoag stated that during 
the 12 months ended March 31, donors contributed 
2,147 pints of blood, making a total of 16,439 pints 
since inception of the bank. During the past year 
1,109 new donors were added to the bank’s list, mak- 
ing a total of 7,399 donors since the bank started, 
Dr. Hoag said. 


Dr. Olin Holmes of San Mateo was elected presi- 
dent of the San Mateo County Board of Health when 
the advisory group held its organization meeting re- 
cently at Mills Memorial Hospital. Dr. Holmes will 
serve for two years. 


SOLANO 


The Pacific Coast section of the American College 
of Surgeons recently held a two-day conference in 
Vallejo with Surgeons from five western states in 
attendance. Scientific papers were read and discussed 
during the meeting. Among the speakers were Mal- 
colm T. MacEachern, associate director of the Amer- 
ican College of Surgeons; Admiral Lucius W. John- 
son, San Diego, and George H. Miller, director of the 
ACS education bureau. 
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YUBA 


Dr. James F. Hamilton, now affiliated with the 
Stanford University-San Francisco city and county 
hospital unit, will become official Yuba county phy- 
sician beginning July 1, 1947. Dr. Hamilton, who is 
a graduate of the Tennessee University Medical 
School, will replace Dr. Paul C. Cress, who had been 
engaged on a temporary basis by the board. 


GENERAL 


An additional year of surgical training will be re- 
quired of all candidates applying after January 1, 
1951, for eligibility to take Part I of the examination 
of the American Board of Orthopaedic Surgery, ac- 
cording to announcement by the Board. The change 
was made by adding to the rules for general qualifi- 
cation a section providing that an applicant “must 
have spent a year on an approved surgical residency 
subsequent to the completion of his internship.” 


Two new medical journals were born recently in 
Los Angeles, The Annals of Western Medicine and 
Surgery in March, and Medical Arts and Sciences in 
April. 

The former is a publication of the Los Angeles 
County Medical Association under the editorship of 
Dr. E. T. Remmen. According to editorial announce- 
ment, the attractively styled and printed new journal 
is “intended to be a medium in which the work of 
medical men and women of this area can be pre- 
sented.” Published monthly, it is distributed to mem- 
bers of the association, to medical libraries, and to 
state medical associations. It is available to others by 
subscription. 


Medical Arts and Sciences, a quarterly, is to be 
published for the College of Medical Evangelists by 
the Review and Herald Publishing Association in 
Washington, D. C. Announcement of the new publi- 
cation says that it will “contain reports of original 
work done by members of the medical college staff, 
case reports, clinical studies, and basic research in 
the various fields of medicine. Contributions will be 
solicited, also, from members of the alumni practicing 
throughout the world.” 


Dr. Walter E. Macpherson is editor, and the edi- 
torial office and control will be at the medical college. 
Present plan is to send Medical Arts and Sciences 
“to graduates of the medical college, the teaching per- 

‘ sonnel, the medical students, various medical libraries, 
and also to graduates of the school of dietetics and 
the schools of nursing.” 


A new 3-cent postage stamp honoring the doctors 
of America had its first sale at Atlantic City, N. J., 
on June 9. 


The Colorado Rheumatic Fever Library has been 
established at the University of Colorado School of 
Medicine in response to the great need for assembling 
in one place all that has been written on the subject 
of rheumatic fever. Announcing plans for develop- 
ment of the library, Dr. Ward Darley, dean of the 
school of medicine, said that it is to contain reprints 
or copies of every article that has been written on 
the subject. Efforts will be made to collect all the re- 
prints available, and when they cannot be obtained, 
photostatic or typewritten copies of desired articles 
will be made. Publications from countries outside the 
United States will be collected in a similar manner 
and where necessary will be translated. This material 
will be cross-indexed and assembled in bound volumes 
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by years. The collection will ultimately be made avail- 
able to all workers in the field of rheumatic fever in 
the form of a photostat and an abstract service. 


A series of new, world-wide abstract journals pub- 
lishing abstracts of the world’s literature in the fields 
of research and clinical medicine is announced by 
Excerpta Medical, Inc., of Amsterdam. All abstracts 
will be published in English and the aim will be to 
abstract every article appearing in every medical 
journal of importance throughout the world. These 
periodicals will replace the old German Zentralblatter 
and Berichte series, which will not be reviewed. Each 
journal will be issued monthly and subscription is by 
the year. Editorial boards are composed of authori- 
ties from many countries, including liberal represen- 
tation from the United States. 


The following subjects are covered, each by a jour- 
nal: Anatomy, Anthropology, Embryology and His- 
tology; Physiology, Biochemistry and Pharmacology; 
Endocrinology; Public Health, Social, and Industrial 
Medicine; General Pathology, Pathological Anatomy 
and Bacteriology; Internal Medicine; Pediatrics; 
Neurology and Psychiatry; Surgery; Obstetrics and 
Gynaecology; Oto-, Rhino-Laryngology; Ophthal- 
mology; Dermatology and Venereology; Radiology; 
Tuberculosis. 


The Williams & Wilkins Company, Baltimore 2, 
Maryland, is agent for the United States, Canada, 
and Central America. 


Dr. Selman A. Waksman, Microbiologist at the 
New Jersey Agricultural Experiment Station, New 
Brunswick, New Jersey, was presented with the 
$5,000 Passano Foundation Award at a dinner June 
12 in Atlantic City. 


Established in 1943 by The Williams & Wilkins 
Company, medical publishers, of Baltimore, Mary- 
land, the Foundation proposes to encourage medical 
research, especially that which has clinical applica- 
tion. It has established the award as one of its 
activities. 


Dr. Waksman received the award for his original 
research in the field of antibiotics culminating with 
his discovery of streptomycin. 


Besides its immediate objective of finding a way 
to preserve tissue for a longer period of time than 
the present practical maximum of 72 hours, research 
being carried on at the laboratory of The Eye-Bank 
for Sight Restoration, Inc., in New York City, is ex- 
tending to other ophthalmic problems whose solution 
might enable many now blind to see again, according 
to Dr. Herbert M. Katzin, who is in charge of the 
library. 

During the past year, the Eye-Bank has granted 
seven fellowships for research and sixteen scholar- 
ships for its training course in the operation for the 
transplanting of healthy corneal tissue to blind per- 
sons who lost their sight because of corneal defects. 
Dr. Katzin has been developing special teaching 
methods to give surgeons the knowledge and skill 
required for this delicate operation. 


Among research projects carried on in the Eye- 
Bank’s laboratory are studies to improve the surgical 
technique of corneal grafting and to perfect photo- 
graphic methods for recording purposes; develop- 
ment of newly discovered properties of beta radia- 
tion in treatment of corneal scars; study of the use 
of physiological fibrin as a substitute for sutures, and 
development of methods for transplantation of the 
vitreous. 
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Postgraduate Courses 
Announced by U. C. 


Five summer and fall postgraduate courses, one 
of them offered in cooperation with the American 
Academy of Allergy, have been announced by the 
University of California Medical School, Medical 
Extension. All are short courses with daytime 
classes and all are to be given at the University 
of California Medical Center, San Francisco. 

The courses, in the order in which they are to be 
given, are: 


1. Orientation Course in Clinical Allergy (offered 
by the American Academy of Allergy). July 7 
through 11. 


This course is for physicians desirous of a review 
of allergy. It is designed to familiarize them with 
the present-day status of the diagnosis and treat- 
ment of allergic conditions. 

Sessions will be held daily from 9 a.m. to 5:30 
c Two evening roundtable discussions will be 

eld. 

Dr. Irwin C. Schumacher, Assistant Professor of 
Medicine, University of California Medical School, 
is directing the course. Outstanding members of 
the American Academy of Allergy from California 
and the eastern centers will present the lectures. 
Symposia will be given on the following subjects: 
Fundamental Considerations of Allergic Reactions; 
Principles of Therapy; Diagnosis of Allergic 
States; Pathology of Allergic States; Aeroaller- 
gens; Serologic Features and Mechanism of Allergic 
Reactions; Urticaria; Vascular Allergy; Allergic 
Rhinitis; Allergic Dermatitis; Bronchial ‘Asthma, 
Nasosinal Allergy, and Allergic Dermatitis in Chil- 
dren; Allergic Conditions of the Eye, Central Nerv- 
ous System, Gastrointestinal Tract; Psychosomatic 
Aspects of Allergic States. : 


Fee for the course will be $40, with registration 
limited to 150 students. 


2. Course in Gynecological and Obstetrical Path- 
ology, and in Smear Technique as it Pertains to 
Cancer of the Uterus, Stomach, Urinary Tract 
and Lungs. August 4 to 15, inclusive. Daily, 9 
a.m. to 4:30 p.m. 


This course is limited to 75; registrants are to 
furnish their own microscopes, of good quality. 

Either the morning or the afternoon sessions may 
be taken, alone or together. It is suggested that 
experience with the microscope and in cancer diag- 
nosis in general will be an essential prerequisite 
if one is to obtain proficiency and confidence in 
the judgment of the smear preparations. 

The course is designed to fulfill two needs: 
(a) requests from physicians who wish to prepare 
for the American Board Examinations, and (b) re- 
quests from pathologists, cytologists, researchers, 
and all others who are interested in learning to use 
the smear technique for the diagnosis of cancer in 
various parts of the body. 


3. Obstetrics and Gynecology. September 1 through 
5. Daily, 9 a.m. to 1 p.m. and 2 to 5 p.m. 


4. Otorhinolaryngology. September 8 to 12 inclu- 
sive. Daily, 8:30 to 11:30 a.m. and 1 to 5 p.m. 


5. Ophthalmology. September 15 to 19 inclusive. 
Daily, 8:30 a.m. to 12 noon and 1:30 to 5 p.m. 


Details regarding any of the courses may be ob- 
tained from Stacy R. Mettier, M.D., Head of Post- 
graduate Instruction, Medical Extension, Univer- 
sity of California Medical Center, San Francisco 22. 


Cheek of Fraud in Vet 
Treatment Ordered 


Following reported disclosure of instances of 
alleged fraud in the outpatient treatment of veter- 
ans by fee-basis physicians, the Medical Director of 
the Veterans Administration has sent a letter dated 
March 13, 1947, to managers of regional offices 
asking that they take steps to guard against or un- 
cover frauds in their regions. Text of the letter: 


“A very few instances of fraud in the outpatient 
treatment of veterans by fee-basis physicians have 
been discovered. There are unconfirmed rumors 
of other instances. 


“The vast majority of the physicians of the 
United States are scrupulously honest. The excep- 
tions are few in number, but it is of the utmost im- 
portance, both to the Veterans Administration and 
the medical profession, that they be exposed. This 
outpatient treatment program must be kept clear 
of all suspicion. 


“It would require a prohibitive amount of -per- 
sonnel to check every case referred to a fee-basis 
physician; and the small number of cases of fraud, 
which might be unearthed by such a gigantic under- 
taking, would be out of all proportion to the effort. 
However, it does appear necessary that spot checks 
be made constantly. These may discover an occa- 
sional instance of fraud; but, in any event, the fact 
that they are being made may deter the few dishon- 
est physicians from engaging in sharp practices. 

“T desire that such spot checks be made. The 
scope of these investigations will depend entirely 
upon the amount of personnel at your disposal, be- 
cause no raising of present ceilings can be granted. 
However, this would appear to be a matter in which 
investigative agencies of the Veterans Administra- 
tion, other than those at the disposal of the Depart- 
ment of Medicine and Surgery, could well assist. 

“As to what action to take in cases of demon- 
strated fraud, it is a question for the Deputy Ad- 
ministrator to decide as to whether criminal action 
should be instituted. Insofar as the Department of 
Medicine and Surgery is concerned, I desire that 
the facts be reported at once to the local medical 
society of which the guilty physician is a member; 
and that the facts be also reported to me. I shall 
make every effort to drive guilty physicians from 
organized medicine.” 
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RADICAL SURGERY IN ADVANCED ABDOMINAL 
CANCER, By Alexander Brunschwig, M.D., Professor of 
Surgery, University of Chicago. The University of Chi- 
cago Press, Chicago. Price $7.50. 


This is a very interesting book covering case re- 
ports of one hundred advanced abdominal malig- 
nancies. The book is well illustrated and every page 
of printed matter is of extreme value. Many impor- 
tant points are stressed, such as, “In malignant 
conditions the basal metabolism rate may be ele- 
vated,” “Co-incidental conditions such as cardio- 
renal pathology are not necessarily contra-indica- 
tions to operation,” “The present knowledge of the 
etiology, prevention and treatment of shock made 
extensive operation procedure less hazardous,” 
“Glisson’s capsule is a barrier to direct extension 
of carcinoma,” “Many nodules in the liver are not 
necessarily metastatic carcinoma; many are fibro- 
mas, scerous angiomas or cysts.” 


The first chapter deals very effectively with the 
historical resume of the important advances in 
abdominal surgery. 


The chapter on supportive treatment is brief and 
to the point. 


This book may be used as a reference book for 
surgeons undertaking extensive surgery for the re- 
lief of abdominal malignancy. The technique of 
gastric resection and other extensive resections in 
the abdomen is covered thoroughly and the impor- 
tant points and dangers are well stressed. The 
necessity of teamwork, not only of the medical 
group but the groups treating shock, and the im- 
portance of multiple transfusion are covered in a 
very practical way. 


The reviewer’s only criticism of the book is of 
the title. The word “radical” these days has so 
many implications that it would seem to be much 
more appropriate to have some such title as “Ex- 
tensive Surgery in Abdominal Cancer.” This book 
is recommended to any surgeon doing abdominal 
resection, but many of the points stressed are help- 
ful to those performing the ordinary surgery in the 
abdominal cavity. 


One point which was not stressed in the book 
which undoubtedly will be covered in the next edi- 
tion is the use of gelatin foam in the control of 


hemorrhage. 
* * * 


X-RAY DIFFRACTION STUDIES IN BIOLOGY AND 
MEDICINE. By Mona Spiegel-Adolf, M.D., Professor of 
Colloid Chemistry and Head of the Department of Col- 
loid Chemistry, Temple University School of Medicine, 
and George C. Henny, M.S., M.D., Professor of Medical 
Physics and Head of the Department of Physics, Temple 
University School of Medicine. Published 1947. Grune & 
Stratton, Inc., New York City. Price $5.50. 


This monograph of some 250 pages is an excel- 
lent summary of recent progress in biological re- 
search with x-ray diffraction equipment. The au- 
thors are attached to Temple University School of 
Medicine. After fairly brief introductory chapters 
on the theory and technique of x-ray diffraction, 


there are adequate sections on the interpretation of 
diffraction patterns, and summaries of diffraction 
studies on the following materials: carbohydrates, 
amino-acids, proteins, muscle, fats, nerves and vari- 
ous skeletal structures. There is a list of references 
and a subject index. 

There are 86 illustrations, most of them with ex- 
cellent legends. The book is printed on excellent 
quality paper and has a very attractive cover. It can 
be recommended to students of molecular research, 
and to all biological workers who use or might use 
x-ray diffraction technique in molecular analysis. 


* * * 


MODERN DERMATOLOGY AND SYPHILOLOGY. By 
S. William Becker, M.D., Clinical Professor of Dermat- 
ology, University of Chicago, and Maximilian E. Ober- 
mayer, M.D., Clinical Professor and Chairman of the 
Department of Dermatology, University of Southern 
California. J. B. Lippincott Company, Philadelphia. 1947. 
Price $18.00. 


This book of 983 pages is a second edition, the 
original text having been published in 1940. The 
present edition is beautifully bound on glazed 
heavy paper which makes the book rather large 
and heavy. The subject matter, however, is pre- 
sented in a clear-cut and concise manner. 

The subjects to be discussed in each chapter are 
listed in outline form. Each chapter begins with an 
introductory discussion of the subject matter con- 
tained in the chapter. The authors term this “orien- 
tation” in which they give a brief explanation for 
including the diseases under discussion under one 
heading. This “orientation” includes the personal 
views of the authors and is very valuable for teach- 
ing purposes. The arrangement of the book is ex- 
cellent throughout and can be recommended as a 
guide for the presentation of a course in der- 
matology for undergraduate students. 


A careful perusal of its pages indicates that much 
of the material used emanates from the authors’ 
own investigative work and clinical experience. The 
current literature on dermatology and syphilology 
is well covered up to 1945. Special articles pertain- 
ing to the subject presented in each chapter are 
listed at the end of the chapter. No attempt is made 
to give a complete bibliography. 

Errors in spelling and wording were not ob- 
served although in Chapter 30 the term Mycosis 
Fungoides is obviously mistakenly used for the 
word “orientation.” 

Many of the chapters are excellent, especially 
those dealing with industrial dermatoses, dermat- 
ologic allergy, neurodermatitis, disturbances of 
pigmentation, diseases due to fungi, filterable 
viruses, insects, leprosy, and many others. 


From the standpoint of postgraduate teaching 
the book has many of the faults to which textbooks 
are subject in general. It is no longer modern in 
a true sense by the time the work of assembling 
the subject matter for printing has been completed. 
An example of this is found in the chapter dealing 
with urticaria which, though very well done, makes 
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no mention of the use of benadryl nor pyribenza- 
mine in the treatment of urticaria. 

Sufficient place is not given in the book for a 
discussion of the histopathology of skin diseases. 
An increase in the number and quality of micro- 
photographs would add to the value of such dis- 
cussions. A chapter on x-ray and radium therapy 
also seems desirable. 

The authors indicate that their book is designed 
mainly as a textbook for undergraduate students 
and as a practical aid for the general practitioner. 


Both of these aims are admirably accomplished. 
* * * 


PROGRESS IN GYNECOLOGY. Edited by Joe V. 
Meigs, M.D., Clinical Professor of Gynecology, Harvard 
Medical School; Chief of the Vincent Memorial Hospital, 
the Gynecological Service of the Massachusetts General 
Hospital; Surgeon, Pondville Hospital; Gynecologist, 
Palmer Memorial Hospital, and Somers H. Sturgis, M.D., 
Chief, the Vincent Memorial Hospital Laboratory; As- 
sistant Surgeon, Massachusetts General Hospital. Grune 
& Stratton, Inc., New York. 1946. Price $7.50. 


The book reviewer is in a unique position, in 
that he is expected not only to be appreciative, but 
the public also expects him to be discriminatory. 
This review will attempt to fulfill both of these 
responsibilities. 

First off, one can say of the volume entitled 
“Progress in Gynecology” that it is well conceived. 
There is a real need for such a volume, and we 
hope that it may reappear at appropriate intervals. 
For the sake of those who are interested in the 
woman as a whole, which all gynecologists should 
be, one could wish that the childbearing function 
with its special features and interests could have 
been reflected in the title and the content. Gyne- 
cology can no longer neglect reproduction. To do 
so is to consider the plant only and not its real 
fancuon, which is equally to perpetuate. But such 
omissions are characteristic of a few centers of 
learmng, and this volume, fine as it is, goes along 
with an outmoded trend. True, there are fine chap- 
ters on infertility and sterility as well as habitual 
abortion, but these are the characteristic American 
gynecologist’s obeisance to necessary office prac- 
tice, which inevitably involves pregnancy. One 
wonders when we will be able to train men to be 
equally wise and interested in reproduction as well 
as in the non-reproductive functions of the adult 
woman. . 

Having engaged in these animadversions, some 
of which are admittedly philosophical, we should 
turn to a consideration of the virtues of this fine 
volume. 


In the first place, each section is written by a 
person well equipped to express an opinion upon 
the subject concerned. As this is in essence a prog- 
ress report, one must tolerate brevity, which is evi- 
dent in each chapter. This characteristic makes it 
valuable from the point of view of conversant gyne- 
cologists, as well as those well read general sur- 
geons who may thumb its pages, and we hope there 
may be many. 

After careful appraisal one may admit that per- 
haps this is a unique volume, in that even with its 
brief consideration of a strictly gynecological 
sphere, it not only covers recent progress, but it 
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also ties in familiarly with the past. In other words, 
it is a progress report, but it is also a connecting 
link. In this achievement its editors are to be con- 
gratulated, for this is really good teaching. 


It would be a mistake to analyze too closely, be- 
cause the various chapters have been written by 
different individuals, some of whom have gone into 
considerable helpful detail while others have sketched 
a brief outline. This latter statement is so true that 
it may be that brevity has been considered to be 
too much of a virtue. However, it must be admitted 
that after careful perusal of many of the sections 
one cannot but wonder why the author could not 
have been more candid and have stated more 
clearly what he thought with regard to vaginal 
prolapse, or cervicitis, or lymphadenectomy, and 
so on. 


From the foregoing it is clear that the reviewer 
is beset by mixed emotions, that he considers this 
innovation in gynecological literature an interest- 
ing and valuable contribution, but is lost in won- 
dering just what group in the medical profession 
is to be profited most by its perusal. The general 
idea is admirable, and many sections are helpful 
—but others are not so useful. It may be that this 
is to be expected of a progress report. In all fair- 
ness we must say that this contribution is worthy 
of mature consideration. It will meet the needs of 
many who are seeking gynecological support. 

* * * 


PENICILLIN IN SYPHILIS. By Dr. J. Earle Moore, 
Associate Professor of Medicine and Adjunct Professor 
of Public Health Administration, The Johns Hopkins 
University; Physician-in-Charge Syphilis Division of the 
Medical Clinic and Visiting Physician, The Johns Hop- 
kins Hospital; Chairman, Syphilis Study Section, National 
Institute of Health, United States Public Health Service; 
Chairman, Subcommittee on Venereal Diseases, National 
Research Council. Published February 1, 1947, by Charles 
C. Thomas, Springfield, Illinois. Price $5.00. 


This is the first book to appear in which the 
special problems of antisyphilitic therapy are con- 
sidered in detail in relation to penicillin. It is very 
much worth while, as it comes at a time when the 
general literature is extremely confusing. Dr. Moore 
presents the subject clearly and concisely, and one 
is amazed that he is able to fill 300 pages without 
the inclusion of any irrelevant material. The result 
is a clear and logical analysis of the position that 
penicillin holds in antisyphilitic therapy today with 
predictions as to the probable direction of future 
investigation. 


Nearly half the book is devoted to the chemistry 
and pharmacology of penicillin and the results of 
its use in experimental syphilis in animals. -One 
should not pass over this part of the book to get 
at the clinical material, for to do so is to miss a 
number of facts that make some of the curious 
results of treatment in human syphilis more or less 
comprehensible. 


The greater part of the clinical section is devoted 
to the use of penicillin in early syphilis and in 
neurosyphilis, since it has been used extensively 
and critically only in these stages of the disease. 
The most complete and systematic investigation of 
the results of penicillin therapy has been in connec- 
tion with early syphilis. In spite of grave difficulties 
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in evaluation, there are presented some fairly well 
established principles of therapy together with the 
results of the clinical studies on which they are 
based. No extensive data are available except in the 
use of soluble penicillin, but it is thought by Dr. 
Moore that the results of penicillin in peanut oil- 
beeswax will probably Le satisfactory if a large 
enough dose is used over a long period of time. 


In neurosyphilis, the problems of proper evalua- 
tion are even greater and there is greater divergence 
of opinion among the various investigators. It is 
agreed, however, that penicillin does have a definite 
value in producing both serologic and clinical im- 
provement in many patients with various types of 
neurosyphilis. In parenchymatous neurosyphilis, 
particularly in paresis and taboparesis, penicillin 
should be used as an adjunct to fever therapy 
rather than in place of it. 


In latent syphilis, penicillin is not recommended 
and it certainly is not indicated when there is only 
a persistently positive Wassermann in an already 
adequately treated patient. Wassermann fastness in 
latent syphilis, provided the spinal fluid is negative, 
is without clinical significance and should be dis- 
regarded. 


In other late manifestations of syphilis, penicillin 
has been used to some extent with some success but 
no special advantage has been demonstrated, except 
in the prevention of congenital syphilis. When used 
in pregnant syphilitic women, it has been com- 
pletely safe and has reduced the transmission of the 
infection to the infant almost to the vanishing point. 

* * * 


SUPPLEMENT ON STATE MEDICINE, By J. Weston 
Walch. Published January 1, 1947. J. Weston Walch, Pub- 
lisher, Portland, Maine. 


This slender 52-page item is a continuation of the 
“Complete Handbook On State Medicine” pub- 
lished by the same gentleman in 1946. It attempts 
to list in abstract a remarkable series of journals 
and documents for and against State medicine. Its 
closing pages consist of a useful “Who’s-Who on 
State Medicine.” 


The spelling of some of the names is not always 
correct. The type is readable. The booklet is recom- 
mended to speakers and writers dealing with this 
chronic and deplorable problem. 

* * * 


A SYNOPSIS OF SURGICAL ANATOMY. By Alexander 
Lee McGregor, M.Ch. (Edin.), F.R.C.S. (Eng.), Surgeon, 
Johannesburg General Hospital, Lecturer on Surgical 
Anatomy, University of Witwatersrand. With a foreword 
by Sir Harold J. Stiles, K.B.E., F.R.C.S. (Edin.). Sixth 
Edition. With 699 illustrations by Dr E. A. Thomas. 1946. 
The Williams & Wilkins Company, Baltimore. 


A fundamental knowledge of anatomy is essen- 
tial to the surgeon who wishes to operate with 
skill, dexterity, gentleness, and unhurried ease. 
This fundamental knowledge of anatomy does not 
include a detailed mastery of a galaxy of imprac- 
tical anatomical facts but rather requires an under- 
standing of certain embryological and anatomical 
data directly related to clinical surgery. The choice 
of material which will be most valuable to the sur- 
geon must be carefully selected, and its presentation 
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must clarify clinical problems and surgical ap- 
proaches. 


“A Synopsis of Surgical Anatomy” is written by 
a general surgeon now in active practice, but one 
who taught anatomy in the dissecting-room as a 
foundation for a surgical career. The choice of 
subject matter is excellent; the correlation between 
anatomy and clinical surgery is admirably achieved. 
The bock is written in synopsis form, so that de- 
sired information is immediately available without 
fruitless pages of description. The illustrations are 
diagramatic, adequate, and all prepared by Dr. 
E. A. Thomas. The book is pocket-sized and only 670 
pages in length. Classical references are given as 
footnotes for each section, and the contents of the 
book are presented as separate essays, each being 


complete in itself. The book can be used as a handy 
reference. 


It is written in two parts. Part 1 is an outline 
of normal anatomy of organs susceptible to surgi- 
cal approach and therapy. Potential surgical com- 
plications are discussed, and brief notes of. clinical 
signs are given. Anatomical relationships, surgical 
errors and safeguards are emphasized. Part 2 deals 
with the anatomy of common developmental errors, 
functional anatomy of bones and joints, and the 
anatomy of clinical signs and certain diseases, such 
as backache, hand infections, abscesses. It includes 
the anatomical basis and aims of operations on the 
sympathetic nervous system. The anatomy of sur- 
gical procedures and surgical approaches to all 
organs are described. 


This book will be very valuable to the surgeon 
who wishes quickly to review the anatomy of a 
particular area. It contains much more information 
than the “Military Surgical Manual” on anatomy 
but its illustrations do not compare with the latter 
book. It is more concise and factual than Callen- 
dar’s “Surgical Anatomy,” yields an adequate 
amount of practical information more quickly, but 
is not of the detailed or masterful scope of the latter 
work either in its illustrations or printed material. 
This book can be recommended as a good com- 
pendium on surgical anatomy for student and 
surgeon. 


APHASIA: A GUIDE TO RETRAINING. By Captain 
Louis Granich, U. S. Army Medical Administration Corps. 
108 pages, 1947. Grune & Stratton, Inc., New York. Price 
$2.75. 


This compact little volume is the work of a 
clinical psychologist. It is based upon the author’s 
experience with about three hundred soldiers suf- 
fering from injuries to the brain sustained during 
The Second World War. No effort has been made to 
separate purely aphasic defects from the agnosias 
and apraxias. Emphasis is laid on the importance 
of associated physical handicaps such as epilepsy, 
hemiplegia and hemianopia, reactive phenomena, 
including irritability, depression and _ obsessive- 
compulsive trends, and an understanding of the 
catastrophic reaction “to certain experiences of 
failure.” 


The methods of analysis used in determining the 
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particular disabilities of the individuals studied are 
succinctly set forth. Each defect is given a group 
of code letters which are thereafter used to the 
detriment of the text in place of the familiar terms 
for which they stand. Techniques of retraining are 
described and certain time-worn and out-moded 
rituals are debunked. In the detailed descriptions 
of the retraining of eight selective cases the results 
of the analysis of each case, the therapeutic methods 
employed, the problems and difficulties encoun- 
tered, and the need for diversity and versatility of 
approach and management are exemplified. The 
suggestion of the author’s associate, Pangle, that 
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patients suffering from hemianopic defects be ad- 
vised to read from above downward instead of 
from left to right is worthy of dissemination to all 
who are likely to meet this sort of disability in 
practice. 

Supported by a good bibliography and a table 
of contents so complete as to make an index almost 
unnecessary, this book will be of substantial value 
to all who are interested in extending the boundaries 
of knowledge concerning the language functions, 
and especially to neurologists, psychiatrists and 
psychologists who may engage in attempts to re- 
habilitate aphasic patients. 


MEDICAL JURISPRUDENCE 


NEGLIGENCE: RES IPSA LOQUITUR 


Peart, Baraty & Hassarp, San Francisco 


Recently (79 ACA 374, April 25, 1947) a patient 
brought an action against a hospital and attending 
physician for damages for personal injuries alleged 
to have been suffered in a surgical operation. The 
facts giving rise to the case were as follows: Plain- 
tiff was being treated by the defendant physician 
and surgeon for the purpose of having a wart re- 
moved from her nose. At the trial the physician 
testified that plaintiff had complained to him of 
dizziness, headaches, hot flashes and of pains in 
her legs; that he concluded from his examination 
and diagonsis that the cause of her complaints was 
that plaintiff was going through the menopause; 
that he gave her a hormone injection and pre- 
scribed various medicines to be taken orally for 
this condition; that he also discovered that she had 
infected tonsils; that he recommended their remov- 
al, and arrangements were made for the operation 
to be performed at the defendant hospital. 


The physician testified that he planned to remove 
the wart first and that during this portion of the 
operation the patient was anesthetized with nitrous 
oxide and oxygen, a noncombustible, nonexplosive 
and noninflammable gas; that he then intended to 
remove the tonsils after anesthetizing the patient 
with ether, an inflammable and explosive gas. It 
was admitted that containers of both gases were in 
the operating room. The physician testified that 
during the operation he removed the wart with an 
electric needle and after he had finished removing 
the wart and was cauterizing the wound with the 
electric needle there was a “flash” and a “pop” 
about six inches above the plaintiff’s face; that as a 
result of the accident the plaintiff suffered contu- 
sions to her left cheek and left eye and bled pro- 
fusely from the nose and mouth. 


Because of these hemorrhages the doctor did not 
remove the tonsils but immediately called an eye 
specialist to examine an injured eye. The anesthe- 
tist testified that no ether was used at all in the 
operation, that only nitrous oxide and oxygen were 


used and at the time of the “flash” and “pop” no 
anesthetic at all was being used. Neither the doctor 
nor the anesthetist could account for the “flash” 
and the “pop” that caused the injuries. The case 
was tried before a jury and a verdict rendered in 
favor of all defendants. 

The major contention of the plaintiff was that on 
the evidence the trial court should have granted her 
motion for a directed verdict. This contention was 
based on the argument that the doctrine of res ipsa 


_ loquitur applies to this case, under that doctrine, 


the burden cast on the defendants was to explain 
the cause of the accident, and, the defendants hav- 
ing failed to offer a satisfactory explanation, as a 
matter of law, the trial court should have directed 
a verdict for plaintiff. Plaintiffs argued that the 
defendants did not present sufficient evidence to 
take the case to the jury, but the defendants must 
offer evidence as to how the accident occurred. 

The District Court of Appeal held that the doc- 
trine of res ipsa loquitur was clearly applicable to 
this case. After discussion of the procedural results 
of an application of the res ipsa loquitur doctrine 
the court held that in California the doctrine creates 
an inference or presumption of negligence which 
has the legal effect of establishing a prima facie 
case. “Under this theory the burden of proof is not 
on defendant and the evidence of defendant need 
not preponderate over the evidence created by the 
inference.” The court stated: “In the present case 
the defendants did go forward with the evidence by 
testimony of what they actually did, and from that 
testimony it is a permissible inference that they ex- 
ercised due care. Inasmuch as in California the doc- 
trine of res ipsa loquitur merely establishes a prima 
facie case, it would seem to follow inevitably that 
when evidence of due care has been offered by 
defendants it becomes a jury question as to whether 
the inference of negligence created by the doctrine 
has been dispelled.” 

Th court therefore affirmed the judgment in 
favor of all defendants. 
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Like Amigen, Protolysate is an enzymic 
digest of casein and consists of amino 
acids and polypeptides. Like Amigen, 
Protolysate supplies the nitrogen es- 
sential for maintenance, repair and 
growth. 2 

Unlike Amigen, which may be em- 
ployed both orally and parenterally, 
Protolysate is designed only for oral 


use. 


The function of Amigen and Protolysate 
is to supply the amino acids essential 
for nutrition. Both can be given in place | 
of protein when protein cannot be eaten | 
or digested, or in addition to protein 
when the protein intake is insufficient. | 
Administered in adequate amounts, | 
they prevent wastage of protein, restore | 
previous losses, or build up new body 
protein. : 


PROTOLYSATE 


For Oral Administration 
A dry enzymic digest of casein containing amine 
acids and polypeptides, useful as a source of read: 
ily absorbed food nitrogen when given orally of 
¥ tube. Protolysate is designed for administ# 
Nea in cases requiring predigested proteia. = 
i of administration and the amount = 
fiven should be prescribed by the physician 


MEAD JOHNSON & CO. 


EVANSVILLE, IND... U.S.A 


1 Ib. cans at drug stores 


MEAD. JOHNSON & CO., EVANSVILLE: 24, INDIANA 


here is no shortage now of AMIGEN for parenteral use. w_of PROTOLYSATE for oral 


LOS ANGELES OFFICE, 737 Terminal St., Telephone VAndike 4307 
SAN FRANCISCO OFFICE, 670 Third St., Telephone DOuglas 5089 





2 READY-TO-USE 


No cartridge to 
insert or change 


At Last-— 


A simple, disposable 


Penicillin Oil-and-Wax syringe 


7. PULL-BACK PLUNGER ... permits you to test for accidental puncture of a vein Just as you 
always do. Simply pull back on the plunger. If no blood is 
aspirated —inject with confidence. 


2 READY-TO-USE ....... Cutter’s Penicillin Oil-and-Wax syringe is ready to use “‘as is!” 


3. NO HEATING ......... This suspension at room temperature behaves like salad oil—rather 
than like butter. Easy to administer. (Cutter P,O.B. in vials 
also flows freely at room temperature!) 


4. “KNEE-ACTION” HILT... acts as shock absorber. Needle is mounted in rubber, allowing 
“play” without danger of snapping needle. After using, toss 
the entire syringe away. 


NO NEED TO ACCEPT A SUBSTITUTE ... If these easy, ready-to-use Cutter syringes are not 
in stock, your pharmacist 
can get them...if you say 
the word. 


cutter Laboratories | CUTTER 


Berkeley, California Pine Blolosicels and 
Pharmaceutical Specialties 








